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INTRODUCTION

The Juvenile Justice Authority (JJA) recognizesithportance of obtaining a full range of services f
youth under the supervision or custody of the stat€ansas. The goals of intervention with youdh,
spelled out in the Juvenile Justice Code and reitein the agency mission:

The Juvenile Justice Authority assists youth tabee successful and productive citizens by providing
leadership and support to:

» Prevent youth from becoming involved in the juvetilstice system

» Provide community supervision for youth who areoired in the juvenile justice system

» Provide safe, secure, humane and restorative @mént of youth to enhance public safety

» Promote public safety by holding youth accountdtteheir behavior, and improve the ability of
youth to live productively and responsibly in theiimmunities.

Toward these ends, the Juvenile Justice Authonityking through Community Supervision Agencies,
intends to contract for services which meet thesalsy The Juvenile Justice Authority Provider
Handbooksets the standards and the fees payable for tbogees.

In order to ensure the availability of servicesmeet the needs of youth under the supervision @f th
Community Supervision Agency, Community Supervisidgfficers are encouraged to identify the needs
of the youth and incorporate those needs into thehys individual supervision plan. The providerda
Community Supervision Agency will then work in cencto insure that the appropriate services are
accessed to meet the needs of the youth.

The Juvenile Justice Authority will hold a Providegreement with providers with whom the agency is
interested in conducting business under the tefrtteedProvider Handbook. A list of those providarsl

the corresponding services they provide will be enadailable to each Community Supervision Agency.
The Community Supervision Agency is authorized wochase services for youth in the custody of the
Juvenile Justice Authority under the conditionshaf Provider Agreement.

The Community Supervision Agency will contract garvices for an individual client, using the Client
Service Agreement, and for out of home placemams)g the Placement Agreement. Community
Supervision Officers may contract only with provigldiolding a Provider Agreement with the Juvenile
Justice Authority and may contract only for those/ges approved by the Juvenile Justice Authority.

The Provider Handbook additionally sets forth then€al Requirements for all Providers, procedural
information and JJA Policy Statements to which dagdvider must adhere.

JJA Provider Handbook (Revised 6/24/2011) 3
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Part |: Information for all Providers

KANSAS JUVENILE JUSTICE AUTHORITY
GENERAL REQUIREMENTS FOR ALL PROVIDERS

For JJA to establish a Provider Agreement, all proiders must continually meet all standards
established in their respective provider manuals g2 appropriate level of service below).

1.

Provider Qualifications: Agencies who have not been able to hire individwédth either the
academic qualifications or experience the standaagsired to do the job must submit a written
request for exception to the Commissioner.

Each provider must notify JJA of any change in fvegram administrator and/or case
coordinator. Upon a change in these program peetpmritten verification that the new
individual meets the requirements set forth inRhevider Handbook shall be submitted to JJA

Provider Clearances: All providers are responsible for providing docurzgion of clearance
through the Kansas Bureau of Investigation and#mesas Child Abuse and Neglect Registry.

Confidentiality: All providers are required to comply with applicabktate and federal
statutes/regulations regarding confidentialitywofgnile information.

Reports of Child Abuse or Neglect:All providers are required to report immediatelySocial
and Rehabilitative Services (SRS) any cases ofestisg child abuse or neglect.

Crimes Committed Against Youth: JJA expects providers to train their staff to usenmon
sense and community standards to determine whatbeme against a youth in their placement
has been committed. It is the policy of JJA thaipeoviders are required to have their staff
report immediately to the local police departmentcounty sheriff's office any case of a
suspected crime or act committed by a juvenile wificommitted by an adult would constitute a
crime, committed against a youth who is in JJA@dgtand placed with that provider.

Discipline_and Behavior Control; All residential providers and their personnel axgquired to
adhere to the Juvenile Justice Authority policievegning discipline, physical restraint, and
isolation. (Please reference the appropriate lef/gkrvice standards that apply to your program
and see the JJA Policy Statement regarding diseipli

Contracting with Individuals: The Juvenile Justice Authority will only contradithvindividuals
who are in business for themselves. The followssgies shall be considered when determining
whether providers are in business for themselves:

e The provider is responsible for paying income aglffemployment taxes as determined
by the applicable state and federal rules. Nogmiley will have their own tax I.D.
number and pay their own Social Security taxes.

» The Juvenile Justice Authority provides no sup@miservices to the contractor, nor is
the Juvenile Justice Authority responsible for lelishing confines of employment or
working hours.

» They provide all their own equipment, goods andsté@m complete the necessary service.

» All overhead costs (e.g., meals, clothing and partation) are the responsibility of the
provider, not the Juvenile Justice Authority.

JJA Provider Handbook (Revised 6/24/2011) 4
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e The provider is responsible for all of their owaitiing and education.

» The provider is responsible for any liability inved in the delivery of services to
consumers.

» Independent providers are free to accept busimabsederrals from the private sector.

» The Juvenile Justice Authority will report to th@drnal Revenue Service a summary of
earnings at the end of the year.

9. Contracting with Relatives of EmployeesNo JJA or Community Supervision Officer shall be
involved in agency decision-making related to adstiative contracts or provider agreements
with a relative. In the event the Juvenile Jus#aghority wishes to contract with a spouse,
parent, child, sibling, in-law, or cousin of any goyee, the Commissioner shall approve such
contracts. The Juvenile Justice Authority shakkreise discretion when contracting with an
employee’s fiancé, roommate, partner or other iddi&s where the potential of financial gain to
the employee exists.

10. Contracting with the Juvenile Justice Authority: Provider Agreements cannot be made to
purchase services from the Juvenile Justice Authari Community Supervision Agencies or
their employees.

11. Family Contact: Subject to the provider's visitation guidelinesay@ of the week, times,
appropriate attire, etc.), a provider shall nothilsid contact with a youth's immediate family
unless any of the following:

» A court orders no contact.

» Documented violence, threatening or disruptive bilmaby a family member
that occurred during a contact.

« Documented introduction of illegal drugs or weapons

Any denial of contact by a family member must bewdoented and reported immediately to the
youth’s Community Supervision Officer. Each praidshould provide each youth and family
with visitation guidelines upon admission. The yosit Community Supervision Officer is
responsible to provide a contact list which shoultlude the type of contact allowed (letter,
phone, day passes, etc.).

12. Personal Possessiongill residential providers must preserve and relisqwpon termination of
the placement, all personal possessions of thenyolihese possessions must be preserved for
thirty (30) days post termination of placement.n®@aunity Supervision Agencies are responsible
for arranging for the return of the possession$.such arrangements have not been made,
providers may dispose of the possessions on they-fitst (31st) day post termination of
placement.

13. Licensing: All residential centers, group boarding homes,d:placing agencies and resource
homes must be licensed as per the Kansas Departriheleialth and Environment (KDHE). All
resource families must have completed a trainingiamium for parents approved by KDHE.
Please note, regardless of ages served, all réisideroviders (excluding TLPs and CIPs) will be
required to obtain a KDHE license.

JJA Provider Handbook (Revised 6/24/2011) 5
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INDEPENDENT CONTRACTORS

1.

10.

You have the responsibility, as an independentraotdr, to pay income and self-employment
taxes as determined by the applicable state arerdedules. You should check with your
accountant or the person who completes your indames to determine any responsibility.

The agency cannot specifically direct your hourtoaghen the service will be provided or how it
will be provided. Any supervision of your serviceannot come from the Juvenile Justice
Authority or the Community Supervision Officer.

You are required to provide your own tools and poént necessary to complete the service.
Use of case management agency phones, mail, aulesahd office space is not allowed.

Compensation for services provided will be madspegified in the Provider Agreement and/or
Client Service Agreement. Occasionally you will bexjuested to provide copies of these
documents as proof that you are receiving these the local agencies.

Overhead costs, (e.g., meals, clothing and tratepmr), are the responsibility of the contractor
and not the Juvenile Justice Authority or the ComityuSupervision Officer.

You are responsible for your training.

You are responsible for liability involving the dadry of services to the Juvenile Justice
Authority consumers. You are also responsibleafbinsurance coverage. It may be advisable to
contact other independent contractors for inforarategarding liability risk.

You are free to accept referrals from other intekarties outside of the Juvenile Justice
Authority.

You stand to realize a profit or suffer a loss assalt of the service being rendered.
You are responsible for your own quarterly incorme and social security. The Juvenile Justice

Authority will report to the Internal Revenue Sewia summary of your earnings at the end of
each year.

JJA Provider Handbook (Revised 6/24/2011) 6
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Payment Procedures

1. Rate Setting: Rate setting will be done by the Juvenile JustiagthArity and in certain
circumstances will be done in conjunction with SR¥he maximum rate paid for a specific
service will be the published rate in the Provithandbook or will be the provider's usual
customary charge, whichever is less. If the additde for specific services is less than the
maximum rate established in the Provider Handbthak Juvenile Justice Authority will purchase
service at the audited rate.

2. Negotiated RatesRates listed in this handbook are considered tmée@mum rates. Providers
may not charge the Juvenile Justice Authority er@mmunity Supervision Agency more than
their customary charges to the general public. Twmnmunity Supervision Agency may
negotiate lower rates with individual providers $pecific services.

3. Face-to-Face Servicestnless otherwise specified in the handbook, onlyalcface-to-face
services are purchased. In other words, providersiot to bill the Juvenile Justice Authority for
travel time, preparation time, report writing, etc.

4. Medicaid Expectations: Whenever possible, it is the expectation that Ma&diéunds be used to
purchase needed client services. For those clights are not Medicaid eligible, or in those
situations where the staff does not have acceddetdicaid providers, then services may be
purchased from other providers who meet the Juwehiktice Authority qualifications and with
whom a Provider Agreement has been developed.vithdils or agencies wishing to become
enrolled Medicaid providers must contact the Kartdaalth Policy Authority Medicaid Fiscal
Agent, Topeka, Kansas, for a provider “enrolimesntket.”

JJA Provider Handbook (Revised 6/24/2011) 7
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Reimbursement for Absentee Days

See Psychiatric Residential Treatment Facility (FR3tandards for rules governing reimbursement of
Absentee Days in a PRTF. For non-Medicaid resideplacements a youth shall be considered present
at the placement for an entire day if the youtatithe placement at 11:59 pm. The placement shiakiéd

a resident specific census at this time and entherplacement has a record of which residents rasept

in the placement on any given day and can accyratatk absentee days for each youth. Authorinatio
for placement days shall be provided in accordavitle the JJA Provider Handbook, excluding the day
of discharge.

Providers will be reimbursed for absent days asildet below. At no time shall a provider submit an
invoice for days that differ from the criteria kst under each section.

AWOL Absentee Days:If a youth is absent from placement due to beig@L the placement
will be reimbursed for the first twenty-four (249w period the youth is AWOL only if the youth
returns to the placement within that twenty-fou#t)(Bour period. If the youth does not return
within the allowable twenty-four (24) hour time fmat, the youth’s date of AWOL will be
considered the day of discharge.

Hospital Leave: Thisis an absence from the facility for more than twefour (24) consecutive
hours due to the resident receiving acute inpatieatment in a hospital, including treatment in a
psychiatric unit of a hospital, or a state psyaigadiospital. If the placement is unable to plan f
return of the resident and continue continuity afecplanning because & unsure when the
resident may return from the hospital the residdaiuld be discharged. Under no circumstances
shall the provider bill for more than five (5) dayken the resident is in the hospital.

Visitation Days: A maximum of (seven) 7 consecutive visitation dagd up to ten (10) calendar
days per month will be reimbursed at the contraptrddiem rate. Note, the day the youth leaves
for pass will count as day one (1) and the daytheh returns from pass will not count towards
visitation days criteria. An approved visitatioraplmust be documented in the youth’s program
plan and the custodial case manager must appreviyple, frequency, duration and location of
all visits prior to the youth leaving for a visit.

Other Absentee Days: If a youth is absent from the placement for arshione due to
circumstances needing the youth’s immediate ater{iie. deaths, weddings, personal business,
court appearances), the placement can be reimbfmsag to five (5) days per calendar month at
the contracted per diem rate, unless the residgitisement is terminated sooner by the
resident’s custodial case manager in conjunctidh thie placement. If the youth is absent due to
a court appearance, and during that proceedingate takes action precluding the youth's return
to the placement, the date of the court's actidinbeiconsidered the day of discharge.

Absentee Days for Detentionif a youth is absent from placement and placed jovanile
detention center (JDC), this will be considered dag of discharge from the program. This
would include a youth being placed in a JDC forctsian house by the Judge. Any youth
discharged from your program to a JDC will havédéore-admitted to your program and will be
considered a new admission.

JJA Provider Handbook (Revised 6/24/2011) 8
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GUIDELINES FOR PAYMENT OF DETENTION COSTS

In all situations, the Juvenile Justice AuthorilyA) will only pay for detention cost pursuantktansas
law. A copy of the journal entry and any other valet court documents must accompaitiydetention
invoices that are sent to the Juvenile Justice @titth

JJA PAYS FOR DETENTION COST:

1.

In cases where the court orders a juvenile intocligtody or temporary custody at the time of a
detention hearing and recommends that JJA fingpprogriate placement, JJA pays the detention
cost from the date of the order forward until ptaeat is achieved. In this case the court has
given JJA custody and the authority to move andepla

In cases where a juvenile is in JJA legal custodyopne case, but the juvenile commits a new
crime and is arrested by law enforcement and isepldn detention, JJA pays for detention costs
for the first 48 or 72 hour period prior to the efgion hearing. If th€ourt subsequently orders
or recommends detenti@t the detention hearing, the County pays the mr@ngcost for days in
detention.

In cases where a juvenile is in JJA legal custadyone case, but the juvenile commits a new
crime and is arrested by law enforcement and isepldn detention, JJA pays for detention costs
for the first 48 or 72 hour period prior to theatgion hearing. If th€ourt subsequently does not
order detention at the detention hearing, but ptadbe juvenile back in JJA custody for
appropriate placement on the old or new cakk shall also pay the remaining cost for days in
detention for the juvenile.

In cases where a juvenile is in JJA legal custodyopne case, but the juvenile commits a new
crime and is arrested by law enforcement and iseplan detention, JJA pays for detention costs
for the first 48 or 72 hour period prior to the élgtfon hearing. If the Coustubsequently orders
or recommends detention at the detention hearirgpaces the juvenile in JJA legal custddg
County pays the remaining cost for days in detentio

In cases where the court orders JJA custody ordeamp custody at the time of the adjudication
hearing or sentencing hearing and recommends adlfafi appropriate placement, JJA pays the
detention cost from the date of the order forwantil placement is achieved.

JJA DOES NOT PAY FOR DETENTION COST:

1.

In cases where the juvenile is not in JJA’'s legaltady on any case and is arrested by a law
enforcement officer and ordered detained at thendien hearing, adjudication hearing, or
sentencing hearing, the County pays detention.costs

In cases where the juvenile has been directly cdtachto a juvenile correctional facility at the
time of adjudication or sentencing, JJA does ngttha@ cost of detention from the date of the
order forward until placement at the juvenile coti@nal facility.

In cases where the juvenile is in JJA’s legal algtand is brought back before the Court on a
probation revocation or conditional release violatiJJA will pay the cost for the first 48 to 72

hour period prior to the detention hearing. If eurt subsequently orders detention at the
detention hearing or revokes the conditional releasd recommits the juvenile back to the
juvenile correctional facility, the County pays tf@maining days for detention until the Sheriff

transports back to the correctional facility.

JJA Provider Handbook (Revised 6/24/2011) 9
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4. In cases where the court orders a juvenile intolddAl custody or temporary custody at the time
of the detention hearing and orders detention addrs JJA to find an appropriate placement, the
County pays the detention cost until the minodégeed. In this case the court has made a specific
placement to detention and JJA has no authoritydee and place.

Special Note:Keep in mind that the examples will account forsinout not every type of order that you
will receive on the case. Always review the coudrgler for the intent of the Judge. If you are wasu
then ask the court for a clarification. If the Commity Supervision Officer is in doubt as to thedkg
status of a particular case, then he or she shaddchit the journal entry along with the invoicetkat a
determination can be made by JJA.

JJA Provider Handbook (Revised 6/24/2011) 10
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Juvenile Justice Authority Discipline Policy

POLICY STATEMENT

I. DISCIPLINE

Discipline is an essential part of child rearinglamhen used positively it contributes to the health
growth and development of a child and establishesitipe patterns of behavior in preparation for
adulthood. The Juvenile Justice Authority requipssitive discipline for youth which the Juvenile
Justice Authority purchases and/or provides sesvécel care.

Positive discipline, when used for purposes of imgicand teaching the youth, provides encourageraent,
sense of satisfaction, and helps the youth undetdtee consequences of their behavior. The Jwrenil
Justice Authority does not view as positive didoglany action administered in a fashion that neayse
any youth to suffer physical or emotional damad®isciplinary acts that cause pain, such as hitting,
beating, shaking, cursing, or derogatory commelmsiathe youth or the family are not acceptable.

IT SHALL BE THE POLICY OF THE JUVENILE JUSTICE AWDRITY THAT WE NOT PURCHASE
OR CONTINUE TO PURCHASE SERVICES FROM THIRD PARROMWDERS WHO USE

DISCIPLINE WHICH IS NOT POSITIVE, NOR WILL SUCH OIBLINARY ACTS BE TOLERATED
WHEN PRACTICED BY JUVENILE JUSTICE AUTHORITY EMPEES IN REGARD TO YOUTH IN
ITS CUSTODY.

JJA Provider Handbook (Revised 6/24/2011) 11
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Part |l Services

LISTING OF SERVICES

Below are the services available to the Juvenibtickl population.

Service Type Pay Rates Billable Unit Page Numbers
Outpatient Sex Offender Treatment (ages 18-23) .40 Session 13
Sex Offender Evaluation $450.00 Evaluation 14
Family Foster Home $19.82 Day 15
Emergency Family Foster Home $36.66 Day 15
Maternity Foster Home $49.64 Day 15
Specialized Family Foster Home $49.64 Day 15
Relative Foster Home N/A N/A 15
Kinship/Non-related Kin Care N/A N/A 15
Therapeutic Family Foster Home $115.00 Day 23
Juvenile Justice Foster Care $99.00 Day 36
Youth Residential Center | $59.93 Day 53
Youth Residential Center $126.00 Day 63
Emergency Shelters $115.00 Day 74
Residential Maternity Care iiggé baby Day 85
Transitional Living Programs $100.00 Day 96
Community Integration Programs $95.00 Day 108
Detention $120.00 Day 120
Psychiatric Residential Treatment Variable Day 124

NOTE: These rates are subject to change.

Section Il, Compensation.

JJA Provider Handbook (Revised 6/24/2011)
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Section 1: Treatment Services

1.10UTPATIENT SEX OFFENDER TREATMENT
(Ages 18-23)
Definition

Group Sex Offender treatment for those ages 1&igir@3 who have been identified as appropriate for
adult treatment by a psychosexual assessment.

Documentation

» Date service delivered, amount of time (numberikdliie units) and who delivered the service
* Monthly written case summaries

* Reports required by the court

» Discharge report

Minimum Qualifications

* Master’s level in the Human Services field andriged by the State of Kansas BSRB
* Minimum of two years of documented experience mimg sex offender treatment services
» Follow Standards and Methods of the AssociatiortferTreatment of Sexual Abusers (ATSA)

Duties

» Provide treatment within the time frames designateatie Client Service Agreement.

» Develop a treatment plan, identifying the goaltreatment.

» Document the major issues covered, changes in atamtic(if any, diagnosis, condition, and
course of treatment).

» Report to outside agencies any suspected chilceadruseglect.

» Report any responsivity factors that require ackigithe referring agency.

« Attend supervision planning conferences, or progideitten report.

» Testify in court hearings as needed or required.

e At discharge, document the results of the treatmemiggestions for case action and
recommendations, and the need for case actioneywéntion.

JJA Provider Handbook (Revised 6/24/2011) 13
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Section 2: Assessment Services

2.1 SEX OFFENDER EVALUATION
Definition

The administration and interpretation of varioustgeused to assess and evaluate an individud'fris
subsequent sexual recidivism, placement recommiemdatreatment considerations and restrictions.

Documentation
Complete a contact log for each client that simalluide:

» Description of the service provided.
» Date and time service provided.
» Total time spent providing the service.

The final written assessment reports serves asapyidocumentation.

Minimum Qualifications

* Master’s level in the Human Services field andrigmed by the State of Kansas BSRB
* Minimum of two years of documented experience mimg sex offender treatment services
» Follow Standards and Methods of the AssociatiortfferTreatment of Sexual Abusers (ATSA)

Duties

* Administer assessment tools as needed.

Interpret completed assessments.

Identify presenting problem and reason for referral

» Describe individual functioning at the time of tiesting.

Define the need for initiating/continuing interviemt and/or treatment.

» Provide a written report of the findings, obserwasi, recommendations and impressions.
Psychological interview.

Segments to be included in the final written assess are:

e Summary of Clinical Assessments
» Clinical Impressions

e Summary of Assessment

* Placement Considerations

« Recommendations

JJA Provider Handbook (Revised 6/24/2011) 14
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Section 3: Out-of-Home Placement Services

Family Foster Home Descriptions
Family Foster Home

A foster home is a family home in which 24-hourecés provided to children who are in need of out of
home placement to meet their safety and well-beeggds. The home must comply with KDHE licensure
requirements, and be sponsored by a licensed plaibihg agency. The foster family is an integrat jod
the team working with the child and birth familyaohieve timely permanency for the child.

Emergency Family Foster Home

An emergency family foster home is a family homeninich 24-hour care is provided on an emergency
basis to children who are in need of out of honae@ient to meet their safety and well-being neEuks.
home must comply with KDHE licensure requiremeiatisg be sponsored by a licensed child placing
agency.

Maternity Foster Home

A maternity foster home is a home in which 24-hcaire is provided to a pregnant or postpartum youth
and her child who is not a TANF recipient, who sr@eed of out of home placement to meet theirtgafe
and well-being needs. These homes must comply KRItRIE licensure requirements, and be sponsored
by a licensed child placing agency.

Specialized Family Foster Home

Each specialized family foster parent is requiredamply with KDHE licensure requirements and the
requirements of the sponsoring agency in regamitomum number of in-service training hours to be
obtained yearly. Specialized family foster pareate required to complete more annual in-service
training than family foster parents due to sper@li needs of the children/youth for whom they are
providing care. Documentation of completion of ansce training hours must be kept in the speadliz
family foster parent’s file. The purpose of in-deev training is to provide opportunities for the
specialized family foster parent to increase ts&ills and parenting ability particularly with resg to

the differences they may encounter in raising cbildwith the developmental needs of the child to be
placed and not born to them.

Relative Foster Home

Twenty-four hour care in the home of a person eeldb the child. A KBl and SRS Child Abuse/Neglect
Central Registry Check has been completed on atilmees of the family age 10 and over, and the child’
referring agency has completed an assessment bbthe to determine the child’'s safety and well-gein
needs will be met by placement in the relative’smbo If KDHE licensing standards are met, relatives
may receive financial assistance for the relatéld étom the child’'s case management provider.

Kinship/Non-Related Kin Care

Twenty-four hour care in a family home setting fat more than 30 days, on a one time basis, for a
specific youth with whom the kinship care provithas an existing supportive relationship with thatkio

or the youth’s parent

Informal Care/Kinship Care should be the first cleofor placement when the youth’s family cannot
provide adequate care. If the kin are not relatethé youth, they shall be required to meet KDHidch

JJA Provider Handbook (Revised 6/24/2011) 15
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care licensing standards and regulations in om@rdvide out of home services. To expedite placeme

of youth with non-related kin, the requirement fbe completion of PS-MAPP (the group process or
Deciding Together) and the other training requipeidr to a youth being placed in the home is waived
The non-related kin shall be required to compleéeRS-MAPP curriculum and other pre-service trginin

prior to licensure.

Prior to the youth’s placement, the Provider sihedjuest from the local SRS Service Center a Child
Abuse/Neglect Central Registry check on all membéithe non-related kin family who are age 10 and
over. The Provider shall also require the membgtseofamily who are age 10 and over sign a stateme
Declaration of No Prohibitive Offenses for KDHE kitsure, indicating a check of the KBI criminal
history database will not reveal any conviction @dfenses, unless they have been expunged, which
would prohibit KDHE licensure. KDHE shall compléetee KBI criminal records check prior to issuing
the temporary permit.

Immediately following placement, the Provider shedimplete the family assessment and licensing
packet. The packet shall be sent to KDHE no ldten 2 weeks after the youth’s placement. KDHE shall
review the packet and, if all requirements are risstje a temporary permit by 30 days after thehysut
placement. The temporary permit remains in effec9d days from the date of issuance. This tempgorar
license may be extended for one additional periodta exceed 90 days, to allow the kin time to
complete PS-MAPP. No further extensions shall tentgd. Non-related kin shall comply with all
licensing requirements of KDHE prior to a full feshome license being issued.

Case Management Providers shall negotiate a daifynpnt with the non-related kin providers to cover
the cost of the youth’s room and board. They shlalh provide the same level of supports and sesvice
which are provided to other resource families tsuee the youth’s needs are met and the placement
remains stable.

Each child, newborn thru age 22, entering KinshgnMelated Kin care shall have met criteria fosthi

level of placement through use of a placement ass&® tool utilized by SRS, the Child Welfare
Community Based Service Provider, or JJA Commufigse Management staff. Each youth being
placed in Kinship/Non-related Kin care shall have existing, supportive relationship with the

Kinship/Non-related Kin care giver prior to placerheThe relationship can be with the youth or the
parent.

JJA Provider Handbook (Revised 6/24/2011) 16



Return to
Table of Contents

General Program Requirements and Guidelines for alFamily Foster Homes

Section 1: General Program Requirements

» Twenty-four hour care in a family home meeting KDlitfensure requirements and sponsored by
a licensed Child Placing Agency.

« Each family foster parent shall complete the PS-IRARrriculum as a pre-service requirement

» Each family foster parent must be at least 21 yehegje at the time of application to KDHE for
licensure, and have been a member of the housédraddl least one year prior to application.

» Each family foster parent shall provide evidencehifd care experience and knowledge of child
care methods which will enable any child to devei@por her potential.

» The family foster home shall be licensed for a mmaxi of 4 foster children, not more than 2 of
whom shall be under 18 months of age, with a wit&l children in the home including the foster
parents’ own children under 16 years of age. Apaironay be granted to care for 2 additional
foster children in order to meet the needs of siplgroups or other special needs of foster
children.

e The family foster home shall meet the legal requéets of the community as to zoning, fire
protection, water supply and sewage disposal.

Section 2: Services Provided in a Family Foster Hoen

Services provided in a family foster home inclusigpervision, food, shelter, age appropriate dailng
skills instruction, transportation, recreation, pogting parent/youth interactions (when these haoe
been prohibited by the court), participation in @lepment, and review of case plan tasks and ofagcti

The daily schedule shall address the needs of dl¢hyand the use of time to enhance the youth’'s
physical, mental, emotional, and social developmenibor and outdoor recreation shall be providd.
play equipment, books, and other materials shalk#&fe, clean, in good repair, and suitable to the
developmental needs and interests of the youth.ydlgh shall attend school regularly and also have
time for school and community activities. The youdmall be provided opportunities to practice age
appropriate daily living skills.

Section 3: Criteria for Admission

» Each child, newborn thru age 22, entering a Fafiigter Home shall have met criteria for this
level of placement through use of a placement assast tool utilized by SRS, the Child Welfare
Community Case Management Provider, or JJA Comm&ipervision Officer.

» A placement agreement must be completed betweeffathidy foster parents or the home’s
sponsoring agency and the youth’s referring ageAi@opy of the placement agreement must be
kept in the youth's file in the family foster home.

Section 4: Accessing Outpatient Mental Health/Subanhce Abuse Services for a youth
residing in a Family Foster Home

1. Child Welfare or JJA Community Case Management idemis shall be responsible to complete
a mental health and substance abuse screen fon youhe child welfare or juvenile justice
system to determine each youth’s need for furtesessment in these areas.

2. If the mental health assessment indicates the fogaxlitpatient mental health treatment services,
the youth shall receive the appropriate mentalthesrvices through an associate of the Pre-Paid
Ambulatory Health Plan (PAHP). The PAHP will perically assess the youth’'s progress and
continued need for outpatient mental health treatme

3. If the substance abuse assessment indicates theforeeutpatient substance abuse treatment
services, the youth shall receive the appropriabstaince abuse services through an associate of
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the Pre-Paid Inpatient Health Plan (PIHP). The PiWiPperiodically assess the youth’s progress
and continued need for outpatient substance abesgrtent.

4. If the Mental Health assessment determines thehymaty be in need of inpatient mental health
or substance abuse treatment, the youth must eeadRsychiatric Residential Treatment Facility
screen or, if the youth’s sole diagnosis is sultstabuse, a referral shall be made to the PIHP.

Section 5: Scope of Services

e Supervision: Supervision will be provided by the foster parentaoiother appropriate caregiver
during the foster parent’'s absence.

* Food and Shelter:Nutritious meals and snacks will be provided, thenk will meet the child’s
health and safety needs, and each child has theirbed in a bedroom which meets KDHE
licensure requirements.

» Dalily Living Skills Instruction: Age appropriate daily living skills instruction Wwibe provided
in such skill areas as: personal hygiene, launaisal preparation, shopping, cleaning, money
management, and health.

» Transportation: Transportation will be provided to school and matlappointments. The foster
family may also assist in transporting the childstial events, interactions with parents, court
hearings and reviews, etc.

» Recreation: Sufficient time for recreation and for individuaichool, and community activities
shall be provided.

e Supporting parent/child interactions: Foster parents will assure each child is availédehe
scheduled parent/child interactions directed inditd’'s case plan. Foster parents may choose to
make their home available for some of these intenas or accompany the child to the site for
the interactions to provide mentoring support ltirth family.

» Participation in development and review of case platasks and objectives:Family Foster
parents are an integral part of the child's casaqihg team and are to be invited to participate in
the development and review of the plan.

Section 6: Education

Family foster parents are responsible to insur@achge youth attend school regularly, unless for a
excused absence, and the youth complete homewsidgnagents. If the youth will not be able to attend
school due to illness or an appointment, the fafioigger parent is responsible to notify the schaddhis
absence. The family foster parent will also comroatd with the school in regard to the student'oeth
progress and developing plans to address issusdab school performance.

Section 7: Child’s Rights

Each child residing in a foster family home shallé an opportunity for:
e privacy
» contact with their case manager without the farfuter parent present
» recognition of the child’s cultural and religiousritage
» taking personal items with them when they leavefdlseer home
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Section 7.1: Forms of discipline not allowed in théamily Foster home include:

» physical discipline, including hitting with the tdor any object
e restricting movement by tying or binding

» confining in a closet, box, or locked area

» withholding food, rest, or toilet use

» refusing access to the family foster home

Section 8: Record Keeping Requirements for the Faryi Foster Home

Section 8.1: Youth's File

The family foster home shall maintain a file forckayouth in placement. The file shall contain the
following information:

* Youth’s name and date of birth

» Name and address of the youth’s referring agensg nanager/social worker

» Placement Agreement or Client Service Agreememnty@ath placed by SRS staff)

* Medical and surgical consents

* Medical and dental records

» Record of youth'’s prescription and non-prescriptisedications and when administered

» Authorization for release of confidential informati

» Log of critical incident reports

Section 8.2: 30-Day Progress Reports

Thirty-day progress reports shall document youtgustment in the home, school performance (if
school age), medical, dental, vision, and mentadltheappointments, critical incidents reported,
interactions with parents, and any other signifi@arents or issues related to the child and thesptent.

Section 8.3: Transfer of Child’s Medical Records

When a child leaves a family foster home to retusme or moves to another out of home placement, the
child’'s medical records shall be given to the chiéderring agency to accompany the child.

Section 9: Family Foster Parent In-service Training

Each family foster parent is required to complytwHIDHE licensure requirements and the requirements
of the sponsoring agency in regard to minimum nunolb@-service training hours to be obtained ygarl
Documentation of completion of the in-service tiagnhours must be kept in the family foster parent’
file. The purpose of in-service training is to pidey opportunities for the family foster parent norease
their skills and parenting ability particularly Witespect to the differences they may encountesiging
children not born to them.

Training should be related to one of the followtopic areas:
» Developmental needs of the child to be placed
* Roles and relationships between the agency, fpsrent, birth parent, and child
» Child management and discipline techniques
» Separation and the importance of the child’s family
* Importance of the child’s continued communicatiod aontact with family
» Supportive services available to the child andofoster family from the community
e Communication skills
» Constructive problem solving

JJA Provider Handbook (Revised 6/24/2011) 19



Return to
Table of Contents

» First aid, blood borne pathogens, CPR, medications

* Home safety

* Human sexuality, including the needs and behavidrshildren who have been sexually or
physically abused

Section 10: Abuse/Neglect Reporting

Physical Abuse means the infliction of physicalrhamn a child or the causation of a child's deteation,
or the likelihood of harm or deterioratidn.A.R. 30-46-10

Sexual Abuse means any contact or interaction avithild in which the child is being used for thessd
stimulation of the perpetrator, the child, or amotlperson. Sexual abuse shall include allowing,
permitting, or encouraging a child to engage institation or to be photographed, filmed, or depicie
obscene or pornographic material. Contact soletyvéen children shall meet the criteria only if the
contact also involves force, intimidation, diffecenin maturity, or coerciorK.A.R. 30-46-10

Mental or Emotional Abuse means the infliction cémtal or emotional harm to a child or the causation
of a child's deterioration. This term may incluldat shall not be limited to, maltreatment or eipliion
of a child to the extent the child's health is ljki® be harmed.

This term may include the following:

1. terrorizing a child, by creating a climate of fearengaging in violent or threatening behavior
toward the child or toward others in the child'sgence that demonstrates a flagrant disregard for
the child;

2. emotionally abandoning a child, by being psychaially unavailable to the child, demonstrating
no attachment to the child, or failing to providkeguate nurturance of the child;

3. corrupting a child, by teaching or rewarding théddccFor unlawful, antisocial, or sexually mature
behaviors.K.A.R. 30-46-10

Neglect means any act or omission by a parent,dgaraor person responsible for the care of a child
resulting in harm to a child or presenting a liketbd of harm and the acts or omissions are nosdlgty

to the lack of financial means of a child's pammother custodian. Neglect may include but, shailbe
limited to:

1. failure to provide the child with food, clothing; shelter necessary to sustain the life or hedlth o
the child;

2. failure to provide adequate supervision of a cluidto remove a child from a situation that
requires judgment or actions beyond the child'sll@f maturity, physical condition, or mental
abilities and that result in bodily injury or thikdlihood of harm to the child; or

3. failure to use resources available to treat a diagd medical condition if the treatment will make
the child substantially more comfortable, reducén pend suffering, correct or substantially
diminish a crippling condition, or prevent the caimh from worsening. A parent legitimately
practicing religious beliefs who does not provigedfied medical treatment for a child because
of religious beliefs shall not for that reason besidered a negligent parekitS.A. 38-2202(t)

As a mandated reporter, a family foster parent meysart all witnessed or suspected abuse/neglgbeto
child/youth’s referring case manager/social workad SRS through the SRS Kansas Protection and
Report Center (1-800-922-5330). Abuse is any adaiture to act which results in death, physicainha
emotional harm, or which presents a likelihood aifrh to a person under age 18. The broad definition
abuse includes physical abuse, emotional abuse,sardal abuse. Neglect is any act or omission
resulting in harm to a child or which presentskallhood of harm. Neglect includes failure to pitwi
food, clothing, shelter, safety, adequate levelapgfropriate supervision, medical treatment, ocation.
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Section 11: Critical Incident

A Critical Incident is an occurrence that requities provider to make a response that is not aghdhe
program’s ordinary daily routine.

Section 11.1: Critical Incident Reporting

Critical incidents are to be reported to the yositbustodial case manager and the youth’s parent or
guardian when appropriate.

Each foster care family shall obtain on-call/lemamye contact information for all custodial case
managers in the event of an emergency or criticadlent.

The following critical incidents should be verballgported immediately with a written report to the
custodial case manager within 24 hours of the eypl#ase refer to the following definitions for
clarification):

» Attempted suicide The attempt to intentionally kill oneself andethttempt caused injury or
could have resulted in serious injury or deathoif shetected.

» Suicide Intentionally killing oneself.

» Homicide: The killing of one person by another.

» Other death: Accidental death or death from natural causesath.

» Assault/Battery: Verbally creating fear of bodily harm and/or tteusing bodily harm against
another person.

» Sexual misconduct Any sexual conduct between youth or betweentyaud staff/volunteers.
Sexual conduct includes the intentional touchingaabther person’s intimate parts, or the
clothing covering the immediate area of the intinparts, committed with sexual or aggressive
intent.

» Alleged maltreatment of youth Any act or situation of abuse and/or neglectdeined by
K.A.R. 30-46-10

» Serious youth injury/illness Any youth illness that requires the youth to Hmespitalized or
receive significant medical treatment. Significargdical treatment is treatment that could not be
handled by a trained health care person outsitteedfiospital or clinical setting.

e Serious infectious diseaseDiseases such as, but not limited to TB, HejgadifB/C, or a serious
sexually transmitted disease as tracked by theeCé&mt Disease Control (CDC). This only needs
to be reported if there is a threat of transmissibiine disease to staff or other youth.

* Riot/Hostage situation Any disturbance by three or more youth thataesly disturbs the
operation of a facility, jeopardizes the controbofarea, threatens violence against or destruction
of property, or results in significant property dage or personal injury to youth or staff.
Includes any hostage situation.

» Natural disaster. Acts of nature which cause personal injury taffsand/or youth or which
causes structural damage to the physical strubtueing youth.

e AWOL: A youth's departure from a placement or supéwisvithout lawful authority, as
defined byK.S.A. 75-712f This also includes youth while on a supervisedgofunds setting
(i.e. transports, hospital, and medical visits)ep®&ted verbally to law enforcement and the
custodial case manager immediately with a writegort to the custodial case manager within 24
hours of the event. An immediate verbal notificatie to be made to law enforcement and to the
custodial case manager when the youth returnslocaged.

» Other: Any action or situation which would require a pesse by law enforcement, the fire
department, an ambulance or another emergencymespgmovider. Incidents in this category
would also include any incident not reported in theo category and have the potential for
significant media coverage.
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If the critical incident involves abuse or neglecthe facility must also follow mandated reporting
requirements.

All facilities must have procedures for reportingtical incidents to administrative staff and rediog
critical incidents in the resident files. An adistrative file of critical incidents must be kept facility.

An administrative file shall be kept by the fagildocumenting critical incidents that is separatenfthe
documentation in the youth's file.
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THERAPEUTIC FAMILY FOSTER HOME

A Therapeutic Family Foster home is a family homevhich 24-hour care is provided to children who
are in need of out of home placement to meet gadigty and well-being needs. The home must comply
with KDHE licensure requirements, and be sponsdrngd licensed child placing agency. The foster
family is an integral part of the team working witie child and birth family in order to achieve ¢y
permanency for the child.

Section 1: Therapeutic Family Foster Home

The over-all purpose is to improve the mental teatatus, emotional, and social adjustment of youth
who require out of home therapeutic placement. dPhent in Therapeutic Foster Care (TFC) occurs to
support the youth, allow the youth to function igedting outside of an inpatient hospital, or pravee
inpatient placement of the youth.

The Kansas TFC standards are predicated upon ttienlaProgram Standards of the Foster Family-
Based Treatment Associatiohttp://www.ffta.org). The national standards indicate that TFC “isrey
led and team oriented”. It is not simply the prauisof higher payment and more training to foster
parents for work with more difficult children or yth. Nor is it solely the addition of therapeutic
resources external to the treatment foster home.

Section 1.1: Goals and Objectives

To facilitate youth reaching the optimal functiogiand ability to reside in the community in theskea
restrictive environment, Long term goals of theviser are:

* Improve emotional, mental, and functional statusmdividuals receiving services;

* Reduce unplanned placement changes;

* Increase the youth's ability to live safely, atteschool, and be productive in an inclusive
community environment;

* Increase the likelihood of a youth’s successfulumetto the family or the successful
implementation of permanency planning; and

» If developmentally appropriate, increase the yaitdpacity for independent living.

Section 2: Description of Youth to Be Served

Youth placed in Therapeutic Foster Care must baeied of therapeutic intervention. Clinicians and
others familiar with the youth must document the youth is at serious risk of placement in a highl
structured residential treatment program, but thatyouth has enough internal control to be seiwed
structured family home environment by knowledgeabtikened foster parents with the support of
specialized behavioral management, school, anchpslyerapy or behavioral therapy services.

These youths may exhibit well established patteshsbehavior or conduct which are antisocial,
oppositional, defiant, aggressive, abusive, impelsirebellious, self-defeating, or sometimes self-
abusive. Youth with special medical needs or degrakntal disabilities may also require TFC if their
behavior is such that specialized care is warrae@ eligible youth may also display a limited lapi

to delay gratification and show social and emotiomamaturity. They may exhibit significant
interpersonal relationship problems associated witlkh symptoms as withdrawal, aggressiveness,
Asperger’'s or autistic patterns, or peculiar bebviresulting in rejection by peers. They may have
problems with substance use disorders, sexualgaotity running away, or destruction of propertyutfo
approved for Therapeutic Foster Care may also ajspborly developed self-help or communication
skills.
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These youth’s severe behavioral disturbances areaply derived from environmental influences
although some may exhibit patterns of mild to matieemental illness. Various medical conditions may
complicate the overall treatment picture. Affectdisturbances will likely be prevalent as will b®KAD.
Due to a history of severe physical, emotionalsexual abuse, youth requiring TFC may avoid adult
relationships, appear impersonal or detached, libiserious oppositional tendencies. Sexual gabiat
associated with past sexual abuse will also likelyseen in the typical TFC setting. Youth apprderiar
TFC referral are generally not an immediate dartigeharm themselves. They may be potentially
dangerous to others or property through their agipa and disregard for other’s rights.

Youth in these circumstances require a high degfesipervision and intensive service. The youth may
have received treatment in psychiatric institutjdmgher levels of residential treatment, or thegyrbe
youth for which diversion from higher levels of dtment is recommended. They may be dually
diagnosed youth who require a combination of suppervices and therapy to regain control of their
physical actions.

TFC youth may exhibit severe interpersonal relatigm difficulties, especially with peers. Howewirey
should be able to demonstrate at least some ms#@sponse to adults and authority. Bizarre or l@acu
behaviors may be exhibited which are sometimes amigerstood when the underlying causes and
dynamics of the behaviors are understood. Hypetiictand a hyper-responsiveness to external
stimulation will likely be seen in various case®riBdically, these youth may need external controls
placed upon them. Many of these youth may be plaocgosychotropic medication to facilitate contrél o
impulses, emotions, attention capacities, or agtievels.

Youth who are immediately dangerous to themselvesleers should not be referred to TFC. Conversely,
youth who do not demonstrate a need for considersipbervision, support, psychotherapy, specialized
school services, psychiatric services or an ingtiidi function within their biological family ennvanment,
should be helped in a less treatment intensivengeraent.

NOTE: Therapeutic Foster Care services are limitedo special needs children who are at eminent
risk of placement in a psychiatric care, developmeal disability care or residential facility or who
are referred from such a facility.

Section 3: General Program Description

TFC providers must demonstrate the clinical andiaidtnative capacity to provide quality services by
meeting the criteria listed below. The LicensedI€Iilacing Agency or the therapeutic family foster
parents do not provide acute inpatient, psychiatricsubstance use disorder residential treatnisgh
therapeutic family foster home shall meet KDHE tisere requirements and shall be sponsored by a
licensed child placing agency. The provider shafleswhether the services under the Provider Ages¢m
will be carried out by the provider's staff, by sobtracted staff, or through cooperative agreemdtts
provider shall provide, as part of the applicatioopies of such agreements.

The provider must agree that no more than two dhildwill be cared for at any one time in each
therapeutic foster home. Exceptions can be grdotettie additional placement of siblings or stefisgs

of the TFC youth, provided that CFS/JJA, the réfigragency, and TFC program staff all agree thist it
clinically good practice to do so and documentrdt®mnale for that decision in the TFC Program it
case file. Services are to be provided to a smaihber of youth at a time in each therapeutic family
foster home to insure that the children will ackisuccess with the goals outlined in the TreatrRéan.

Each child’s treatment plan shall be reviewed e@rylays by the child’'s treatment team. The treatme
team is composed of the Social Worker Case Codatin@ase Coordinator Supervisor, child/youth, (if
age appropriate), biological or adoptive parentsefwappropriate), therapeutic family foster parestsl

the therapist who is an associate of the PAHP. CWERS/JJA Case Managers, other Clinical

JJA Provider Handbook (Revised 6/24/2011) 24



Return to
Table of Contents

Consultants, and educators working with the yontthe local school district are also consideredg@n
integral part of the treatment team. The reviewl sls|adocumented in the child’s case file.

Providers will use the National Standards of thetéioFamily-Based Treatment Association (FFTA) as a
guide in addition to standards given in this docam&he Provider must agree that prior to placenrent
Therapeutic Foster Care; the child will meet thteda for placement, as determined by a scorehen t
referring agency’s placement screening tool andmimeting the general criteria for eligibility for
placement in TFC.

Section 4: Scope of Core Services

The provider will operate and maintain a TFC pragrand conduct a program evaluation. Criteria for
Therapeutic Foster Care are minimum requirementeezling the requirements does not automatically
qualify providers for any other program designatilbnaddition, please refer to Section | of theibiadl
Standards for more clarification and discussion.

Daily Living Services- daily living services shall be provided and irddithe following:

* Room, board, child care, personal spending monay/sahool fees.

» Transportation to appointments within a 60-mileiwagdincluding to and from school, medical
care, recreation, etc.

» Academic activities - assistance with school wedgational training, and/or G.E.D. training.

Situational Training- to include but not limited to:

e Personal Hygiene — teaching about body cleanlinesg of deodorants and cosmetics,
appropriate clothing, choosing clothing to fit imidiual and occasion, and keeping clothes neat
and clean.

» Health - Identifying and understanding residengslth needs; securing and utilizing necessary
medical treatment including preventive and healdintenance services; gaining information and
education in health maintenance (including prewentneasures, nutrition, menstruation, rest,
cleanliness, family planning, drugs, sexually traitted diseases, exercise, and motivation for
meeting own health needs), maintaining contact \pithviders of health services (physician,
nurse, clinic) and using outside resources forstamste (clinics, pharmacies, hospitals). KAN BE
Healthy screening must be provided according tgodréodicity schedule and needed follow ups
must be completed.

« Consumer education for independent living- Budggtoomparative buying, installment buying,
avoiding risks, identifying illegal or excessivaerest rates, use of credit, avoiding or dealing
with debts, using checking and savings accountspaging taxes.

Communication skills:

e The youth'’s articulating thoughts and feelings tiylo appropriate use of such skills as speech,
writing, and use of the telephone.

Home Management:
» Making the bed and changing linens, using the vacaleaner, dusting, organizing belongings,
disposing of trash, cleaning all areas of the harperating appliances, cooking complete meals,

making simple repairs, who to call when a majorares needed, being aware of the need for
upkeep, handling emergencies, knowing first aid.
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Situational Guidance:

» Identifying and accepting strengths, developindgoas of acceptance and coping with authority
figures, getting along with others, sharing respality, being considerate of others, developing
friendships, knowing when to go home when visitirognizing or modifying attitudes toward
self or others, responsible work attitudes, toleeaof verbal criticism, reactions to praise,
punctuality, and attendance.

Recreation:

» Participating in leisure time activities, learnihgw to spend leisure time, developing outside
activities, managing time, finding recreation witlitle or no expense involved, finding
community projects to take part in, participatimg social groups, participating in sports and
games, arts and crafts, and appreciating fine arts.

Behavioral Health:

» Crisis management, social rehabilitation and cdingseBehavioral programming (including
design, consultation and supervision), Counselingvatds reunification with family (if
appropriate), supportive counseling including ttentification of behavioral and substance use
disorder support services needed for successfditian into the community. If developmentally
appropriate, services which develop increased dgpfac independent living.

Therapy:

» Individual and/or group therapy as well as psyck@aroups shall be provided as needed and
indicated in the treatment plan for the individyaluth. Therapy services are not part of the
content of services for TFC, but rather are pravitly associates of the PAHP. Therapeutic
family Foster parents are expected to provide #ecbday to day counseling the child needs in
order to meet treatment goals. The case coordisatt insure that individual or group therapy
indicated by the treatment plan is implementediesged as required, and modified as needed.
The service delivered shall be documented in thevidual's case record, including date, place,
amount of time, and names of the therapist progidire service. The therapy shall be directed
towards helping the youth adjust to life in ther#fpeutic family Foster home, making the
experience a period of continuing physical, mergahotional growth and assist the youth to
understand and accept his family relationshipgrp@rsonal relationships and personal situations.
The ultimate goal is to assist the youth to preparinction effectively outside the therapeutic
foster home setting.

Tutoring:

» Tutoring for remedial purposes shall be providedie@eded in addition to normal school work to
assist youth to perform at his/her potential. Tiawiservices should be in accordance with need
as indicated by school staff. The service delivesigall be documented in the individual's case
record including date, amount of time, and persbn wrovided the service.

Case Coordination:
» Responsibility for coordinating the youth’s prograand progress with the schools, employer,

family, referring agency, therapist, and other appate community Foster s for each youth in
residence shall reside with Case Coordinator.
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School/Work Liaison:

» The Licensed Child Placing Agency shall ensureineutcommunications between the staff and
any educational program in which the youth is pliac&his may include requesting and
participating in the development of an Individualugation Plan for each resident. The necessity
of the latter activity will be decided in conjurmti with the worker assigned to each youth. The
day to day school liaison activity may be the rewilaility of the therapeutic foster home. These
contacts shall be noted in the youth’s case record.

NOTE: For youth in an employment program, similar cordaahd services are to be provided in
conjunction with the youth’s employer when appraf®i

Section 5: Treatment Plan Design

The treatment program design includes a procesasfurring appropriate services to a youth detenine
to be eligible for Therapeutic Foster Care servidée process includes:

» An initial screening by the case coordinator attihee of admission to the Therapeutic Foster
Care Program (or prior to admission, if possibiefi¢termine the needs of the youth.

* A master treatment plan to be developed withintiem (14) days which includes input from the
members of the treatment team and therapeutic Yafoter parents, as well as family
involvement (unless contraindicated by legal caists). Discharge planning should be included
in the master treatment plan in order to set gaeetéch reflect youth, parent, and other
community stakeholder input. Long term goals in @heas of physical /emotional health, family
relations, daily living skills, academic and/or ational skills, interpersonal interactions, and
community relationships shall be addressed, acegriti the age appropriateness of the plan in
relationship to the youth being served. Goals eétment plan shall be described, treatment
techniques or programs used to treat must be foehtand time frames for reaching goals must
be defined. Persons responsible for individual goélthe treatment plan must be identified and
should sign the plan, thus indicating their agresnte provide the service or treatment. The
resident should sign, if of sufficient cognitiveildfp to grasp the concept of the treatment plan.
The Master treatment plan shall be reviewed, relvisel documented in quarterly reports at least
every 90 days by the TFC treatment team.

Section 5.1: Case Coordinator responsibilities

e The primary case coordinator will;

Develop the treatment plan in conjunction with tfeatment team

Coordinate and implement the treatment plan;

Involve parents and family members in the treatnpentess, when appropriate;

Coordinate treatment with other involved agencies;

Provide training to therapeutic family Foster paseon the individualized treatment plan;

and

Observe and document implementation of each youtidsidualized treatment plan,

including the in-home treatment aspects utilizedhgytherapeutic foster parents.

0 Be available to therapeutic family foster paremt$@durs per day for crisis consultation.

o Minimally, face to face consultation with theragedtamily foster parents and the child
must be provided one time per week during the finsinth of placement of a child.
Thereafter, face to face consultation for therapefamily foster parents and child must
be provided two times per month until the child pbetes the therapeutic foster care
program. These, however, are minimal guidelined,a® in no way meant to reflect that
only this level of support is required if there asvere problems that must be addressed.

OO0 Oo0OO0oo

o
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The level of case coordinator contact should beesded in the Master Treatment Plan
and should be based upon the problems that are teeéted. Weekly contact by phone
must be maintained with both the therapeutic fanidgter parents and the child

regardless of the situation.

Section 6: Program and treatment planning, documermtion and review

The following shall be maintained in the case rddor each youth.
Section 6.1: Initial Assessment

Prior to placement in a TFC program, a youth’srgjtlks and needs shall be assessed. The assessment
shall include but not be limited to the following:

1. Reasons for referral to the TFC program;

2. Evaluation or assessment in the areas of physiealthimedication needs, family relations,
academic or vocational training, community lifeteippersonal interactions, daily living skills and
treatment needs.

3. Establishment of a score on the placement screeaoigThese assessment results will be made
available to the TFC program, shall be discusseh thie therapeutic family Foster parents prior
to agreement to accept the placement and shalbble @ part of the TFC child case record.

Section 6.2: Master Treatment Plan

Each youth residing in a therapeutic family fodteme must have a written treatment plan based on a
thorough assessment, within 14 days of placemeeatient Plans must be signed by members of the
treatment team and when possible the youth. Thatifient Team is composed of the Social Worker
Case Coordinator, Case Coordinator Supervisord/goilith, (if age appropriate), biological or adwogti
parents (when appropriate), therapeutic family €&fostarents, and the therapist who is an assoafidbe
PAHP. CWCMP/SRS/JJA Case Managers, other ClinicalsGltants, and educators working with the
youth in the local school district are also consdeto be an integral part of the treatment tNTE:

If the family is not involved in the treatment process, the reason for this must be documented in the
TFC file.)

The name(s) of staff responsible for meeting thetlys needs shall be recorded on the treatment plan
The Plan shall include the following:

1. Long term goals in the areas of physical healttmjlfarelations, and daily living skills; academic
and/or vocational skills, interpersonal interactsioand community living;

2. Short term goals which will help a youth eventualach his/her long term goals in each of the
above areas;

3. Specific plans for reaching the short term goattuiding services to be provided and frequency;

4. Estimated time for reaching short term goals.

The master treatment plan shall be reviewed andedvat least each 90 days. At that time a general
written quarterly progress report should be congoldbty the TFC program and therapist. Information
obtained from the parent, guardian, referring agexmd the youth shall be considered in the repudt a
updated treatment plan.

Section 6.3: Weekly Progress Notes

Therapeutic family foster parents and TFC progréaff snust provide weekly input and feedback to the
development, revision, and evaluation of the treatnplan as well as carry out the in-home stragegie
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Assessment documents must be included in the easedr Weekly progress notes, written by the case
coordinator and therapeutic family foster parentast be entered into the youth's chart, reflectimg
delivery of services according to the treatmentnpl@his documentation must address the youth’s
responses to treatment interventions and progffebe gouth on individualized goals and objectivElse
note should include any significant events or eaitiincidents that occurred during the week and
summarize contacts with family members and otheslired agencies. If an unmet need is identified, th
note must reflect actions to be taken to reviseptae for the youth.

Section 6.4: Permanency Planning

Assessment and treatment of the youth and famdy filcuses on opportunities for the youth to have
ongoing active and meaningful connections to tmilfa kin, relatives, and community. The goal for
achieving permanency shall be coordinated withréffierring agency and included in the treatment.plan
The permanency plan shall include strategies askktto accomplish the strategies. Behaviors which
place the child at risk for disruption, activitiés prepare the child’s family or kinship networkr fo
reunification, and the identification of other lesstrictive living environments and preparing teld

for transition to these settings shall be addres3dw National Standards indicate that “family
involvement requires an unwavering commitment nmoting a service that is culturally competent and
respectfully embraces cultural diversity. TFC peogs actively support and enhance children’s
relationships with their parents, siblings and ottanily members throughout the period of placement
regardless of the permanency goal.”

Section 6.5: Discharge Summary/After Care Plan

A discharge summary shall be completed at the timine youth’s discharge including delineation of
aftercare plans and goals which the youth reachdtdle discharge planning should begin at the tirhe o
placement in therapeutic foster care a written pkarstill necessary. Written recommendations for
aftercare shall be made and should specify therafrequency, duration, and responsible parties fo
aftercare services.

Section 6.6: File Documentation

A dated record of significant observations and o@nces involving each youth shall be maintaindte T
record shall include events which may affect thbeéng of the youth. The record shall be availdile
review. Each report shall include the date and tmfieoccurrence, the staff member and/or youth
involved, the nature of the incident and the cirstances surrounding it. The file shall also conthm
Placement Agreement or Client Service Agreemenmtatidd/youth referred by SRS staff).

Section 6.7: Health Records

Records of medications shall be kept in each ysuth'se medical record and include: the name of the
prescribing physician; the name of the medicatibe;dosage prescribed; the purpose of the medigatio
noted side effects; the date of the prescriptiowt the date of review at least every three (3) mnA
record of medication given, amount, date and tiamel person dispensing shall be recorded. All doctor
and dental visits, major illnesses and acciden#dl e recorded. A current Kan-Be-Healthy must be
maintained by the TFC program on each youth. Aiksr@f any resident youth should be displayed in a
conspicuous place in the case file as well asémtladical section. The health record shall alsdatomm
copy of the child/youth’s current medical card anedical consent forms.

Section 6.8: Service Documentation
Documentation of services provided shall includéoweceived the service; staff person providing the

service; amount of time spent providing the servigkat service was provided; when was the service
provided; and where was the service provided. Wfittritical incident reports are required to bet $en
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SRS/JJA or the out of home placement contracto8R® within 24 hours of the incident.
Section 6.9: Reports

Quarterly Reports shall document progress on dpesiifort-term treatment goals, describe significant

revisions in goals and strategies, and specify rew treatment goals and strategies during the gherio

covered. The quarterly progress reports shall suimm@rogress and note changes regarding long-term
placement and treatment goals. The report willigeesl by the Supervisor and Case Coordinator at lea

every 90 days. Information obtained from the pargogrdian, the referring agency, Case Coordinator,
Supervisor, therapist(s) and the youth shall besicened in the report.

Section 7: Home Visits

When home visits are a part of the treatment flaere shall be pre and post home visit contacisdeat
the youth, their family and the therapeutic fanfidgter parents or the agency program staff reggrlia
home visit. Because the goal of placement is retdirthe youth to a family-like setting, it is impant
that home visits be carefully planned and execirtetthe best interests of permanency planning fer th
youth.

Section 8: Sponsoring Agency, Staff, and TherapeutiFamily Foster Parent Qualifications

Section 8.1: Sponsoring Agency

The Sponsoring Agency must be a Child Placing Agdicensed by KDHE. There must be social work
staff designated by the Child Placing Agency tovimte services to therapeutic family foster homdse T
TFC Program must meet the National Standards ofeFdsamily-Based Treatment Foster Care, in
addition to the other standards listed in this doent.

Section 8.2: Administrator

There shall be an administrator with a minimum dBachelor’'s Degree in Social Services or Human
Services, and at least two (2) years’ experien@ministering a child welfare service delivery gmam

or a related program commensurate with the sizecamplexity of the agency; a thorough understanding
of philosophy, purpose, and policy of the agency the capacity to provide direction and leadersifip
the agency.

Section 8.3: Supervisor

Each TFC program will designate supervisors foirt@ase Coordinators. Preferably a Supervisor will
have a Master’'s degree in social work and a licemg@actice in the state of Kansas with a mininafm
two years’ experience in the child placement fieldwever, a Master's degree in a related humaricgerv
field can substitute for the advanced social wagrde provided the Supervisor is licensed to pradti
the state of Kansas and has three years of experierthe child placement field.

Section 8.4: Case Coordinator

Case Coordinators shall have a Master’s degreedialswork or in a related human service field and
license to practice in the state of Kansas. Howexvdachelor's degree with a license to practicthe
state and at least two (2) years’ experience ild ghacement/foster care is acceptable.

Section 8.5: Case Load Capacity

Supervisors shall supervise no more than 5 Cased®atbors. Case Coordinators shall be assigned no
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more than 8 youth in TFC homes, although, in soim®imstances, exceptions can be made for the case
load to increase to 12. The case load should hestadj downward if a difficult client population reéces
more intensive support and contact or if the tragiances impair the Case Coordinators abilityerve

the needs of the youth or foster parents. The Casedinator should supervise no more than 8 TFC
homes.

Section 8.6: Therapeutic Family Foster Parents

» Must be licensed as foster parents by KDHE andbasored by a licensed child placing agency.

» Complete the PS Model Approach to Partnershipsaireiting (PS-MAPP) preparation program.
This training shall be completed prior to placenafrdny child in the home.

» Shall receive, after the first year, a minimum dftiurs, per parent in the home, of additional
training annually. CPR and First Aid training doeg count toward meeting the minimum 24
hours of annual training per parent in the homds Ttaining shall, at a minimum, consist of:
administration of medication; orientation to mamagtabuse/ neglect reporting; SRS disciplinary
policies; the management of aggressive behavioisf/lgss issues of children in care; special
issues of working with children who have emotiobpalfavioral problems associated with
abuse/neglect or traumatic brain injury; basicnirag in the concepts of the various diagnostic
categories affecting children placed in TFC hontesning in working with biological/adoptive
families regarding issues of reintegration or deplvith resolving issues within families that
prevent children from living at home; as well as firovision of self-sufficiency or adult living
transition skills for children who may not live witamily members after treatment.

» In-Service Training shall be on record for eachrapeutic family foster parent and shall describe
the professional development plan. It is prefethed the individuals chosen as therapeutic family
Foster parents will be experienced foster pardntsexceptions can be made to allow “new”
individuals to become TFC parents if they demomstexceptional parenting abilities. Please see
Section Ill of the National Standards for more dision regarding training for the TFC parents.

» Placements in each therapeutic family foster horag amly be made by the Sponsoring Agency.

« Must notify the Sponsoring Agency of any changes impending changes in the
household/family composition.

* Must participate actively in the treatment plan aaiend Case Planning Conferences as
established by the Treatment Team.

* Must obtain the Sponsoring Agency’s permissionaketa child in placement out of state or to
move to another residence.

»  Work with the schools regarding the education efc¢hild and obtain free textbooks and lunches
where applicable. If necessary, the therapeuticilyarfoster parent should become the
Educational Advocate for foster children in the legrand attend all Individual Educational Plan
conferences, and notify the Sponsoring Agency éréhare suspensions or dismissals from
school.

» Obtain needed medical/dental/psychiatric careHerdhild including the KanBeHealthy medical
screenings. Medical information as required byrigtrg regulations should be maintained by the
foster parents.

* Incorporate the foster child into the family afford him/her the same privileges and
responsibilities of other family members; approri@ his/her age and abilities.

e Maintain appropriate renters’fhomeowners/househace dnsurance and furnish proof of
coverage upon request to the Sponsoring Agency.

» Understand that the placing agencies cannot be tesddonsible for damages done to the
therapeutic family foster parent's home, automgliiteusehold furnishings, or other possessions,
done by a foster child beyond that available inliapple insurance coverage.

» Utilize Respite Care and Foster Parent Supportigeovby the Sponsoring Agency.

» Complete Daily Behavioral Logs reflecting progresdack thereof of the child in attaining the
goals of the treatment plan.
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Section 8.7: Therapeutic Family Foster Parent Suppb

Sponsoring Agency must provide intensive suppedhiical assistance and supervision to all thetapeu
family foster parents. Respite care for the thewdipdamily foster parents must be planned on asti@
monthly basis, and respite should be provided botilanned situations and in crisis situations. jRes
shall be provided in homes selected and trainedgugie same standards for therapeutic family foster
parents. Support groups of therapeutic family fogbarents should be formed to help in the prooéss
affirming and reinforcing the very central role thierapeutic family foster parents must have m th
treatment of severely emotionally disturbed youth.

Section 8.8: Staff Training

Pre-Service and ongoing annual in-service traimimg support will be mandatory for all staff andpites
foster parents working in the TFC program. Annualffstraining records will be kept by the TFC
program for review by SRS and KDHE. Administratdsipervisors, Case Coordinators and therapeutic
family foster parents will complete the 30 hour MAPP training. Additional training shall, at a
minimum, consist of: administration of medicati@rientation to mandatory abuse /neglect reporting;
SRS disciplinary policies; the management of agiveshehaviors; grief /loss issues of childrenane¢
special issues of working with children who haveotonal / behavioral problems associated with abuse
/neglect or traumatic brain injury; basic trainiimgthe concepts of the various diagnostic categorie
affecting children placed in TFC homes; trainingniarking with biological /adoptive families regandi
issues of reintegration or dealing with resolvigguies within families that prevent children froming at
home; as well as the provision of self-sufficiemeyadult living transition skills for children whoay not

live with family members after treatment.

Section 9: Child’s Rights

The staff of the Child Placing Agency and therajoefatmily foster parents shall allow privacy forcka
child. The foster home’s space and furnishingsl dfemblesigned and planned with respect for thedshil
right to privacy. The foster home’s design shadbagbrovide supervision according to the ages ardsie
of the children/youth in placement. Contacts betwtbe child/youth and his/her parents or guardrail s
be allowed while the child/youth is in care unldss rights of the parents have been terminatecbyt c
order or family contact is not in the child’s bederest. The frequency of contact shall be deteechiby
the needs of the child/youth and his/her familgoardian.

The Child Placing Agency shall have clearly writigwlicies regarding visits, gifts, mail and telepbo
calls between the child/youth and his/her familygoardian. These policies shall be made knowinéo t
child/youth and his/her family or guardian prioradmission. Youth shall be allowed to send andivece
mail and have telephone conversations with famigmiers or guardian unless the best interest of the
youth or a court order necessitates restrictidnedtrictions on communications or visits are rsseey
these shall be reviewed monthly by a psychiatiicgnsed psychologist or social worker with a meste
degree in social work and the referring agencyfieoti

A youth shall be allowed to bring personal possessio the therapeutic family foster home and may
acquire others. Prior to admission, informationlishe made available to the youth and their parents
guardian concerning what possessions a youth mag by the foster home and the kinds of gifts they
may receive.

Section 9.1: Discipline
Discipline shall be consistent with the policies ® RS and shall not be physically or emotionally

damaging. Only therapeutic family foster parentsudrstitute care providers, including respite pilexs,
shall discipline children/youth placed in a TFC llom
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Children/youth shall not be:

» Subjected to cruel, severe, unusual or unnecepsaighment.

* Subjected to remarks that belittle or ridicule themtheir families.
» Denied food, mail or visits with their families pgnishment.

» Punished by shaking, striking or spanking.

» Discipline or control shall fit the needs of eacuth.

Section 10: Abuse/Neglect Reporting

Physical Abuse means the infliction of physicalrhamn a child or the causation of a child's deteation,
or the likelihood of harm or deterioratidn.A.R. 30-46-10

Sexual Abuse means any contact or interaction avithild in which the child is being used for thessd
stimulation of the perpetrator, the child, or amotlperson. Sexual abuse shall include allowing,
permitting, or encouraging a child to engage institation or to be photographed, filmed, or depicie
obscene or pornographic material. Contact soletyvéen children shall meet the criteria only if the
contact also involves force, intimidation, diffecenin maturity, or coerciorK.A.R. 30-46-10

Mental or Emotional Abuse means the infliction aénmtal or emotional harm to a child or the causation
of a child's deterioration. This term may incluldat shall not be limited to, maltreatment or eipaliion
of a child to the extent the child's health is ljki® be harmed.

This term may include the following:

1. terrorizing a child, by creating a climate of fearengaging in violent or threatening behavior
toward the child or toward others in the child'sgence that demonstrates a flagrant disregard for
the child;

2. emotionally abandoning a child, by being psychatatly unavailable to the child, demonstrating
no attachment to the child, or failing to providkeguate nurturance of the child;

3. corrupting a child, by teaching or rewarding thédcfor unlawful, antisocial, or sexually mature
behaviors.K.A.R. 30-46-10

Neglect means any act or omission by a parent,dgauaor person responsible for the care of a child
resulting in harm to a child or presenting a liketbd of harm and the acts or omissions are nosdlgty

to the lack of financial means of a child's pamnbther custodian. Neglect may include but, shailbe
limited to:

1. failure to provide the child with food, clothing; shelter necessary to sustain the life or hedlth o
the child;

2. failure to provide adequate supervision of a cluidto remove a child from a situation that
requires judgment or actions beyond the child'ell@f maturity, physical condition, or mental
abilities and that result in bodily injury or thikdlihood of harm to the child; or

3. failure to use resources available to treat a disgd medical condition if the treatment will make
the child substantially more comfortable, reducén pend suffering, correct or substantially
diminish a crippling condition, or prevent the cdimh from worsening. A parent legitimately
practicing religious beliefs who does not provigedfied medical treatment for a child because
of religious beliefs shall not for that reason besidered a negligent parekitS.A. 38-2202(t)

As a mandated reporter, a TFC parent must repbrivishessed or suspected abuse/neglect to the
child/youth’s referring case manager/social worked SRS through the SRS Kansas Protection and
Report Center (1-800-922-5330). Abuse is any adaiture to act which results in death, physicainha
emotional harm, or which presents a likelihood axfrh to a person under age 18. The broad definition
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abuse includes physical abuse, emotional abuse,sardal abuse. Neglect is any act or omission
resulting in harm to a child or which presentskallhood of harm. Neglect includes failure to pawi
food, clothing, shelter, safety, adequate levelapgfropriate supervision, medical treatment, ocation.

Section 11: Critical Incident

A Critical Incident is an occurrence that requitiess provider to make a response that is not aghdhe
program’s ordinary daily routine.

Section 11.1 Critical Incident Reporting

Critical incidents are to be reported to the yosithustodial case manager and the youth’s parent or
guardian when appropriate.

Each foster care family shall obtain on-call/lemamye contact information for all custodial case
managers in the event of an emergency or criticadlent.

The following critical incidents should be verballgported immediately with a written report to the
custodial case manager within 24 hours of the eypl#ase refer to the following definitions for
clarification):

» Attempted suicide The attempt to intentionally kill oneself andethttempt caused injury or
could have resulted in serious injury or deathoif shetected.

» Suicide Intentionally killing oneself.

» Homicide: The killing of one person by another.

» Other death: Accidental death or death from natural causesmauth.

» Assault/Battery: Verbally creating fear of bodily harm and/or tbeusing bodily harm against
another person.

» Sexual misconduct Any sexual conduct between youth or betweentyaund staff/volunteers.
Sexual conduct includes the intentional touchingaabther person’s intimate parts, or the
clothing covering the immediate area of the intinparts, committed with sexual or aggressive
intent.

» Alleged maltreatment of youth Any act or situation of abuse and/or neglectdeined by
K.A.R. 30-46-10

» Serious youth injury/iliness Any youth iliness that requires the youth to Hmespitalized or
receive significant medical treatment. Significargdical treatment is treatment that could not be
handled by a trained health care person outsitleedfiospital or clinical setting.

e Serious infectious diseaseDiseases such as, but not limited to TB, HejgadifB/C, or a serious
sexually transmitted disease as tracked by theeCé&mt Disease Control (CDC). This only needs
to be reported if there is a threat of transmissibine disease to staff or other youth.

* Riot/Hostage situation Any disturbance by three or more youth thataesly disturbs the
operation of a facility, jeopardizes the controbofarea, threatens violence against or destruction
of property, or results in significant property dage or personal injury to youth or staff.
Includes any hostage situation.

» Natural disaster. Acts of nature which cause personal injury taffsand/or youth or which
causes structural damage to the physical strubtueing youth.

« AWOL: A youth’s departure from a placement or supeoviswithout lawful authority, as
defined byK.S.A. 75-712f This also includes youth while on a supervisedgofunds setting
(i.e. transports, hospital, and medical visits)ep®&ted verbally to law enforcement and the
custodial case manager immediately with a writegrort to the custodial case manager within 24
hours of the event. An immediate verbal notificatis to be made to law enforcement and to the
custodial case manager when the youth returnslocasged.

» Other: Any action or situation which would require a pesse by law enforcement, the fire
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department, an ambulance or another emergencymespgmovider. Incidents in this category
would also include any incident not reported in thro category and have the potential for

significant media coverage.

If the critical incident involves abuse or negletite facility must also follow mandated reporting
requirements.

All facilities must have procedures for reportingtical incidents to administrative staff and rediog
critical incidents in the resident files. An adistmative file of critical incidents must be kept facility.

An administrative file shall be kept by the fagildocumenting critical incidents that is separabenfthe
documentation in the youth's file.
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JUVENILE JUSTICE FOSTER CARE (JJFC) STANDARDS

Section 1: General Program Description and Requiremnts

A Juvenile Justice Foster Care (JJFC) home is alyfamome in which 24-hour care is provided to
juvenile offenders who are in need of out-of-hontecement to meet their safety and well-being needs.
The home must comply with KDHE licensure requiretagand be sponsored by a licensed child placing
agency that contracts with the Juvenile Justicénéuitly (JJA).

Section 1.1: Program Description

Written policy, procedure, and practice requireRievider’'s program description to affirm that praxgs
include:

» Cognitive Behavioral training and support for J¥6€ter parents

» Cognitive Behavioral training and support for paflegal guardian/reintegration home
» Cognitive Behavioral training and support for youth

»  Skills training for youth

e School-based behavioral interventions and acadsuapmiport

» Supportive service access and coordination

* Permanency — Future Oriented Planning

The range of services to be delivered to meet #nety of individual needs of the youth shall beazly
defined. The General Program description shalld® but not be limited to the goals of the program
youth behavioral management system, job descript{oesponsibilities, functions, and qualificatigns)
policies and procedures, daily living activitiegalth services, youth rights and responsibilitiésifation
policies and service identification and accessciasi

Section 1.2: Provider Qualification
1.2.1: Licensure

Written policy, procedure, and practice requirerenr and open licensure by the Kansas Department of
Health and Environment as a Child Placing Agendye Thild Placing Agency shall ensure current and
open licensure of each home as a Family Foster Hoyn¢he Kansas Department of Health and
Environment (KDHE) and for youth over 16 years g ghat the home meets the same requirements.

» An exception to KDHE requirements for an individéamily Foster Home may be requested by
the Child Placing Agency to JJA for youth meetitigohthe following criteria:

0 The youth is sixteen (16) years of age or older

0 The proposed Family Foster Home parents have atirgxisocial relationship with the
youth and the parent/legal guardian/reintegratiomén derived from family friendship,
neighbors, church, school, etc.

0 The placement is for only the one specific youtld dhe home consist of only the
parent(s) and their biological/adopted children

o A home study is completed on proposed home whiditétes the home to be safe and
supportive of the youth

0 The parent/legal guardian/reintegration home atitaeplacement with this family is in
the best interest of the youth

Oversight of the requirements for licensure shalth® responsibility of the Kansas Department adlthe
and Environment.
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1.2.2: Application Process

Written procedure and practice require the Provideadhere to the JJFC application and contractual
process to include:

Meeting between Provider and JJA to discuss th€ Jdiedel, philosophy, expectations and
outcomes

Submission of JJA Provider Agreement Packet, pobmd procedure manual and other
documentation for review

Attendance of a JJA sponsored JJFC training toigedsnowledge, skills and materials related to
cognitive behavioral practices for case coordirgtfwster parents and youth

Submission of materials to reflect the items inCJ 8tandard 1.1

Final on-site technical assistance to include &wewf the training for staff or foster families

Once the above steps have been finalized, thed@o@ontract shall be signed and placement of
youth shall begin

Section 2: General Staffing Requirements

Section 2.1: Case Coordinator

Written policy, procedure and practice requirefsimfaddition to licensure requirements to inclute
position of Case Coordinator. Each Case Coordirsitall:

Have at least a bachelor's degree in one of theahuservice fields (social work, psychology,
criminal justice, counseling, nursing or educati@md a working knowledge of adolescent
development principles

Be at least twenty-one (21) years of age and at kaee (3) years older than the oldest youth
served

Not be a person restricted from working with yoaghdefined by<X.S.A. 65-516

Be responsible for review of the youth’s risks amedds and then development and review of an
individualized program plan designed to address/theh’s risks and needs

Assist Foster and parent/legal guardian/reintegmdtiome with community resource access
Provide case coordination for no more than tweh& fouth

Identification of existing and development of conmity based resource

Case Coordinator duties must be 100% of job functind cannot be combined with duties of
positions required by KDHE regulations or other audstrative duties

Section 2.2: Foster Parent

Written policy, procedure and practice require efasher parent be at least three (3) years older the
oldest youth served.

Section 2.3: Respite Care Providers

Written policy, procedure and practice shall reguihat each child placing agency, in addition to
complying with KDHE regulations, ensure that resmiaire homes meet the following requirements:

Placement capacity in a respite home (either a maonding respite for a JJFC youth or a JJFC
home providing respite for a non-JJFC youth) shatl exceed the requirements as set forth in
K.A.R. 28-4-712

Any foster home providing respite care for a JJBGtly shall comply with the requirements for
supervision of a JJFC youth, as stated in sectibi2 4

JJA Provider Handbook (Revised 6/24/2011) 37



Return to
Table of Contents

* No JJFC home may provide more than seven (7) catetal/s of respite care in a calendar month

* No JJFC youth may be placed in respite care foentwan seven (7) calendar days per calendar
month

« At no time will a foster home provide respite cveboth a JJFC youth and a CINC at the same
time

Section 3: Criteria for the Youth’s Admission

Section 3.1: Population Served

Written policy, procedure and practice require acdption of the population to be served to include
males and females ages 10-23 in the custody cEdmemissioner of the Juvenile Justice Authority who
are appropriate for placement as defined by:

* No current need for Psychiatric Residential Treainkeacility (PRTF)

* Not currently suicidal, homicidal or requiring deiftcation services necessitating hospitalization

* Not having exceptional medical needs that cann@dsemmodated in a home setting

* Not currently appropriate for reunification to resabhome

* No willing relative placement available

* Not capable of living independently or in Communiliytegration Programs (CIP) or in
Transitional Living Programs (TLP)

Section 3.2: Referral and Intake Process

Written policy, procedure and practice require Finevider to respond to referrals within forty-eigA8)
hours of their receipt with acceptance of refefoal further placement consideration or denial. Upon
acceptance for further placement consideratiomca-fo-face intake shall be conducted with the tyout
within three (3) business days which provides apodjunity to review the youth's specific placement
needs and answer the youth’s questions about thacemplent and program. The
parent/guardian/reunification home shall be invitedparticipate unless prohibited by court order or
specifically requested by the community supervisigency to exclude. The face-to-face intake may be
conducted by the case coordinator.

Section 3.3: Placement
Written policy, procedure and practice require etaent criteria to include:

* Youth must be placed in homes that have the negessanmunity resources available to the
youth and family
» A Placement Agreement must be completed betweeprtwider and the community supervision
agency. A copy of the Placement Agreement mugepé in the youth’s file. The initial service
authorization period for a JJFC home will be fot mwre than 90 days. Service extensions will
be for a period of time not to exceed 60 days,wilicoe examined by the youth’s custodial case
manager to ensure the youth is receiving the ses\itey need to reintegrate into the community.
* Whenever possible, youth should be placed in howitin 100 miles of the removal home.
When a youth is placed outside of the 100 mileusdionsiderations should be made regarding:
o Permanency planning and the option for reintegnatio
o Auvailability of vital supportive services
o Education or employment considerations
0o Accommodation of independent Living needs
» If a youth is placed outside 100 miles, the JJFGeCaoordinator must still meet the contact
requirements, as outlined in section 4.1.4
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Section 3.4 Resident Lodging

In order to support the daily management and aditnation of residents, each residential provideilsh
develop an objective procedure regarding the phls$iousing of juvenile offenders. Youth placed in a
residential setting shall be assigned to a roonedagon various factors, as identified by risk/rseed
assessment(s) in addition to other indicators.tdfat¢o consider in assigning rooms shall incluulg are
not limited to):

» Risk to recidivate (as determined by evidence-baiskchssessments)

» Suicidal tendencies

» Level of specialized needs (i.e. mental health,io@detc.)

» Sex offender status

» Gender

» Age and/or maturity level

» Program needs (substance use disorder, cognithevlogal, independent living, etc.)
* Vulnerability to being victimized by others (i.ehysical stature)

While each youth will have an individualized pragraplan, assigning rooms based upon

risk/need/responsivity factors will allow for a eaf more secure environment, as well as efficient a
effective management of the living units.

Section 4: Service Delivery

Section 4.1: General Services
4.1.1: Foster Home Beds

Written policy, procedure and practice shall regdioster homes to have no more than three (3) yiouth
placement at any given time. JJFC foster homdstshdimited to the placement of youth in the joile
justice system.

For the provision of respite care, the providedistemply with all applicable KDHE regulations aglv
as applicable qualification standards found inisac.3 of these standards. No additional approval
review by JJA is required.

The process to evaluate appropriateness of nunfbgouth in a home should include input from the
foster parent and the youth's custodial case managactors to be considered may include: YLS/CMI
scores; foster parents experience level; quantityensity, and frequency of required supports;
transportation; number of biological youth in thente; history of youth’s behavioral patterns; ages o
youth; and complaints to regulatory or investigatagencies in regard to the foster home.

In no circumstance will it be permissible to grantexception that exceeds KDHE licensure requirésnen
4.1.2: Supervision

Written policy, procedure and practice require svigen to be provided twenty-four (24) hours a day
(7) days a week to each youth.

Supervision is defined as direct supervision bypstdr parent and/or firsthand knowledge by theefost
parent as to the physical location of the youthmsparticipating in approved activities. The fogtarent
must make arrangements to be notified immediatélgnever the youth is not where they are expected to
be.
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4.1.3: Placement Stability

Written policy, procedure and practice require pland services to optimize placement stabilityrnie o
foster home throughout completion of the youth'sgpam plan. Disruption of placement shall reqaire
face-to-face conference including the custodial ecamanager, foster parent, parent/legal
guardian/reintegration home and Case Coordinalibdisruption is recommended a plan for transition
shall be developed.

Immediate removal may only be initiated upon yosittimergency admission to inpatient psychiatric or
substance use disorder treatment, arrest by Laaréarhent or removal for the safety of the youthhsy
community supervision agency.

Sustaining a youth in one foster home allows fargiterm planning for education and employment,
creates mechanisms for staff and foster parents sepport youth and their parent/legal
guardian/reintegration home, connects youth witbrssistent network of adults for guidance, givestlyo
and families opportunities to build relationshipattwill assist youth with reintegration into thé&milies

or the larger community.

Section 4.1.4 Case Coordinator Contact Requirements

The youth shall have a face-to-face meeting withirthase coordinator from the child placing ageacy
minimum of one time per week.

The JIJFC Case Coordinator will have communicatiath whe youth’s custodial case manager a
minimum of one (1) time per calendar month. Thistaot may be face-to-face, verbal, written, etc.

The JIFC Case Coordinator will conduct a face-te-fasit with the JJFC Foster Home a minimum of
one (1) time per calendar month.

The JJFC Case Coordinator will meet face-to-fadé e Removal/Reintegration Home at least one (1)
time per calendar month.

Section 4.2: Services to Youth

4.2.1: Service Access

Written policy, procedure and practice require ttte Provider will provide services to all youth
appropriately referred to the program and meet ssiom criteria as defined in Section 3.1 of these
Standards. Exceptions to this standard are limadate unavailability of foster beds or the untataility

of a home that can provide for the needs of thiviidlal youth.

Provider should target recruitment and trainingvétas that will focus on identifying foster parsrthat

are interested in working with the target populattmd have the skills (or potential to developgkids)

to support youth that are likely to be referredrv&es provided to youth are to be age appropeate
based on the identified needs of the individual.

4.2.2: Initial Assessment

When a youth enters a JJFC home, the JJFC Casdifator shall begin assessing their strengths and
needs within twenty-four (24) hours and shall havecompleted assessment within 7 days. The
assessment shall include but not be limited tddhewing:

» Reasons for referral to the facility.
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» Evaluation or assessment covering the followingsire

physical health

family relations

academic or vocational training

community life

interpersonal interactions

daily living skills

immediate incidental mental health/substance usardier needs service needs.

NogarwnhpE

If the JJFC provider's pre-placement interview €rehce Section 3.2, Referral and Intake Process)
contains all of the above components, documentatidhis interview may serve as the JJFC provider's
Initial Assessment.

4.2.3: Program Planning

Written policy, procedure and practice shall regudiach youth in foster care be reviewed to identify
strengths and risk/needs within twenty-four (24)ursoof admission to the foster home. Review
documents must be included in the case record. pfbgram plan shall be established by the end of
fourteen (14) days and shall address the risk/nesdstional, physical, educational, social, farhilznd
where appropriate independent living needs of thely It shall be the responsibility of the praaido

help the youth successfully complete the plan. Ramogplans shall be updated whenever new needs are
identified or when program goals are met. Progpdens should be thoroughly reviewed and revisions
made at the case review conferences within thi8f§) days of admission and each thirty (30) days
thereafter. Information obtained from the youthrepd/legal guardian/reintegration home, foster pigre
and custodial case manager shall be considerée ireport.

The program plan shall include:

» Long term goals in the areas of reducing risk/nggligsical health, family relations, daily living
skills, academic and/or vocational skills, integmal relations, and emotional/psychological
health

» Short-term goals that will help a youth eventpya#ach his/her long term goals in each of the
above areas

e Specific plans for reaching the short-term gaattuding services to be provided and frequency

» Estimated time for reaching short-term goals

» The youth’s signature and signature of all pgréints indicating that they have participated m th
development of the program plan

4.2.4: Discharge/Aftercare Plan

Written policy, procedure and practice shall reguiischarge planning begin upon admission of the
youth. A discharge plan shall be developed thi@9)(days prior to placement discharge and initial
appointments for any identified services set uprpio discharge At a minimum, the youth, paregtle
guardian/reintegration home, foster parents and dirgtodial case manager should be involved in
planning the discharge of a youth from foster carelischarge summary shall be completed at the time
of the youth’s discharge and shall accompany thethyapon discharge. The summary shall include:

» Delineation of after-care plans and goals thattheh has reached

» Written recommendations for aftercare

» Recommendations that specify the nature, frequear@y duration of services

» The plan shall also document who the responsibigegaare for aftercare services
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Daily Living

Written policy, procedure and practice require ydiving services to be provided and include the
following:

4.2.6:

Room, board, childcare, personal spending monégadees, and clothing

Medical care including, but not limited to, vitarejnover-the-counter medications, first aid
treatment, or other medical services that are oetred by the Kansas Medicaid Program
Transportation to appointments, including to ammimfrschool, medical care, recreation, home
visits and court appearances

Academic activities — assistance with school wedgational training, and/or G.E.D. traigin
Coordination of passes, home visits to include nooed visits at the placement or in the
community where necessary, transportation for garemd other reasonable accommodations for
parents that are necessary to support reunificédidme family

Life Skills

Written policy, procedure and practice require theiew of the youth’s life skills competency upon
admission and age appropriate life skill developnsenvices to be provided and include but not kahit

to:

4.2.7:

Personal Hygiene

Laundry and maintenance of clothing
Appropriate social skills

Housekeeping

Appropriate use of recreation and leisure time
Use of community resources

Money management

Use of transportation

Budgeting and shopping

Cooking

Employment related matters (punctuality, interviegviattendance)
Vocational planning

Educational Support

Written policy, procedure and practice require tatityouth will participate in traditional educatial
pursuits. Alternatives such as GED shall not bespend without the approval of the parent/legal
guardian/reintegration home and custodial case ganall education programs must be approved by
the Kansas State Department of Education. Inptd &t appropriateness for the youth shall be obthi
from the school district, youth and foster pardeducational services to be provided include but not
limited to:

Enrollment in school system or other approved efilegorogram for all youth of mandatory
school age

Participate in IEP/504 team

Attend Parent/Teacher meetings

Arrange for or directly provide tutoring as necegsa

Design and implement future educational/vocatiqtexhs

Explore and facilitate post-secondary educatidrappropriate (college, technical college, trade
schooal, college financial aid access)
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4.2.8: Employment Support

Written policy, procedure and practice require eyplent services to be provided and include but not
limited to:
» Employment or job search efforts to be required wigeuth is not involved in educational
endeavors
» Access community resources to obtain or sustaithy@employment

4.2.9: Self-Advocacy

Written policy, procedure and practice require -selfocacy education for all youth in foster care.
Curriculum should include but not limited to:

e Setting goals, short and long-term

» Researching — how to find facts and relevant infiom
» Analyzing facts and information

» Connecting personal goals with others’ goals
» Identifying allies and supporters

» Critical analysis of situations

» ldentifying self-strengths and needs

» Planning strategy

» Planning written and oral presentations

» Dealing with setbacks and rejection

* Building on successes

» Reviewing and adjusting goals and strategies

Self-advocacy education is a skill youth can leaml use to plan for their futures. For it to work
effectively, foster care youth need placement emvirents that support planning for the future and
practicing self-advocacy. The primary goal is tegare youth for a future in which they are pgptting
citizens.

Section 4.3: Accessing Outpatient Mental Health/Swudtance Use Disorder Services

Only Outpatient Mental Health/Substance Use Disosgevices are allowed while a youth is residing in

an out of home placement (excluding PRTF placemeliithutpatient services are needed, the provider
shall coordinate assessments and services throlfh I&havioral health managed care program
associates of the Prepaid Ambulatory Health PlakH@® and/or of the Prepaid Inpatient Health Plan

(PIHP). The PAHP and PIHP associates will determine the,typgequency and duration of services

required to meet the individualized Mental Healthi§&tance Use Disorder needs of each youth.

Upon admission or during the course of the yousitdy, if the youth begins to exhibit behavior/needs
which cannot be addressed by the placement ordhroutpatient services, the provider shall collater
with the custodial case manager to obtain an apiatepscreen/assessment to determine the level of
services required.

If the youth is receiving Mental Health/SubstanceDisorder services from a PAHP or PIHP associate,
including a community mental health center or irefefent practitioner, at the time of admission, the
youth may continue services by the same providerdmtain continuity of service.

Providers may employ, contract or otherwise panithr associates of the PAHP and/or PIHP to provide
Outpatient Mental Health/Substance Use Disordefices to youth residing at the program.

Providers shall not prohibit the youth’s ability tequest or receive services from any willing pdevi
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who are authorized associates of the PAHP or PIHP.
Section 4.4: Services to Foster Families

Written policy, procedure and practice require suppe services to foster families to include buot n
limited to:

e Crisis Support 24 hours a day — 7 days a week

» Respite Care

e Access to support groups with other foster families

» Skill development opportunities

» Mechanism to allow feedback regarding the adeqoésypport services received

Section 4.5:  Services to Parent/Legal Guardian/Reegration Home

Written policy, procedure and practice require supipe services to parent/legal guardian/reintegnat
home while the youth is in placement include butlimoited to:

» Parent training (consistent discipline, supervisiad encouragement)

* Mechanism for information sharing

« Cognitive Behavioral training

» Matching family resources (implement supportiveviees that can be replicated in the home)

e Crisis support during home visits

» Resource accessing for family therapy

» Assess level of awareness and level of commitmentdrive interventions and address
responsivity factors

Section 5: Resident’s Rights

The foster family shall allow privacy for each ybutThe home’s space and furnishings shall be dedign

and planned with respect for the youth’s right tdvgcy. The home’s design shall also provide
supervision according to the ages and needs ofdhth. Each youth shall have a quiet area wheng the
can withdraw from the group when appropriate.

Contacts between the youth and their parents/qaraghall be allowed while the youth is in care gssle
the rights of the parents have been terminatedobyt order or family contact is not in the youtlsst
interest. The frequency of contact shall be deteechiby the needs of the youth and his/her family or
guardians per program plan requirements.

The JJFC provider shall have clearly written pekcregarding visits, gifts, mail, E-mail and telepéa
(including cell phone) calls between the youth #radr family, or guardian. These policies shallnhade
known to the youth and his/her family/guardian rgpor to admission.

Youth shall be allowed to send and receive mail &age telephone conversations with family
members/guardians unless it is not in the bestast®f the youth, the safety and security of hoonéf a
court order necessitates restrictions.

If restrictions on communications or visits are essary these shall be documented in the youthsgog
plan and reviewed at the 30-day case reviews. Bhehis custodial case manager must be notifiechgf a
new restrictions to communications or visitatiorplemented by the facility prior to its implementati

A youth shall be allowed to bring personal possessito the foster home and may acquire other
possessions in accordance with the policies of i€ Provider. Prior to admission, information khal
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made available to the youth and their parents/gaascconcerning what possessions a youth may bying
the home and the kinds of gifts they may receiwssBssions which a youth cannot have or receitreat
facility shall be specified in writing and distrited to the youth and their parents/guardians.

Discipline at the foster home shall be consistent aot be physically or emotionally damaging. Youth
shall not be subjected to cruel, severe, unusualnoecessary punishment. Youth shall not be stdgec
to remarks that belittle or ridicule them or thigimilies. Youth shall not be denied food, mail,visits
with their families as punishment. Seclusion shall be utilized as a disciplinary measure. Onlyefos
parents shall discipline the youth.

Section 6: Special Circumstances Affecting Youth ifPlacement

Section 6.1: Time Out

A procedure used to assist the individual to regamotional control by removing the individual frdris
or her immediate environment and restricting thivilual to a quiet area or unlocked quiet room.

Application of time out:
1. Ayouth in time out must never be physically preteeinffrom leaving the time out area.
2. Time out may take place away from the area of agtor from other residents.
3. Foster Parents must monitor the youth while heheris in time out.

Section 6.2: Reporting Abuse/Neglect

Physical Abuse means the infliction of physicalrhamn a child or the causation of a child's detation,
or the likelihood of harm or deterioratidn.A.R. 30-46-10

Sexual Abuse means any contact or interaction avithild in which the child is being used for thessd
stimulation of the perpetrator, the child, or amottperson. Sexual abuse shall include allowing,
permitting, or encouraging a child to engage institation or to be photographed, filmed, or depicie
obscene or pornographic material. Contact soletyéen children shall meet the criteria only if the
contact also involves force, intimidation, diffecenin maturity, or coerciorK.A.R. 30-46-10

Mental or Emotional Abuse means the infliction aénmtal or emotional harm to a child or the causation
of a child's deterioration. This term may incluldat shall not be limited to, maltreatment or eipliion
of a child to the extent the child's health is ljki® be harmed.

This term may include the following:

1. terrorizing a child, by creating a climate of fearengaging in violent or threatening behavior
toward the child or toward others in the child'sgence that demonstrates a flagrant disregard for
the child;

2. emotionally abandoning a child, by being psychaially unavailable to the child, demonstrating
no attachment to the child, or failing to providkeguate nurturance of the child;

3. corrupting a child, by teaching or rewarding théddccfor unlawful, antisocial, or sexually mature
behaviors.K.A.R. 30-46-10

Neglect means any act or omission by a parent,dgaraor person responsible for the care of a child
resulting in harm to a child or presenting a liketid of harm and the acts or omissions are nosdiedy

to the lack of financial means of a child's pammother custodian. Neglect may include but, shailbe
limited to:

1. failure to provide the child with food, clothing; shelter necessary to sustain the life or hedlth o
the child;
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2. failure to provide adequate supervision of a cluidto remove a child from a situation that
requires judgment or actions beyond the child'sll@f maturity, physical condition, or mental
abilities and that result in bodily injury or thikdlihood of harm to the child; or

3. failure to use resources available to treat a diagd medical condition if the treatment will make
the child substantially more comfortable, reducén pend suffering, correct or substantially
diminish a crippling condition, or prevent the caimh from worsening. A parent legitimately
practicing religious beliefs who does not provigedfied medical treatment for a child because
of religious beliefs shall not for that reason besidered a negligent parekitS.A. 38-2202(t)

Section 6.3: Mandated Reporters

Mandated reporters must report all withessed goestted abuse/neglect to SRS through the SRS Kansas
Abuse/Neglect Hotline.

K.S.A. 38-2223states that when any of the following persons kasan to suspect that a child has been
harmed as a result of physical, mental or emotiatalse or neglect or sexual abuse, the person shall
report the matter promptly:

A. The following persons providing medical care oratmeent: Persons licensed to practice the
healing arts, dentistry and optometry; persons g@egjain postgraduate training programs
approved by the state board of healing arts; legnmofessional or practical nurses; and chief
administrative officers of medical care facilities;

B. the following persons licensed by the state to igd®vmental health services: Licensed
psychologists, licensed masters level psychologigtsnsed clinical psychotherapists, licensed
social workers, licensed marriage and family thistap licensed clinical marriage and family
therapists, licensed professional counselors, diegnclinical professional counselors and
registered alcohol and drug abuse counselors;

C. teachers, school administrators or other emplogéas educational institution which the child is
attending and persons licensed by the secretaimgalth and environment to provide child care
services or the employees of persons so licens#tegtlace where the child care services are
being provided to the child; and

D. firefighters, emergency medical services persoraal,enforcement officers, juvenile intake and
assessment workers, court services officers andmemnity corrections officers, case managers
appointed unde.S.A. 23-1001et seq., and amendments thereto, and mediatoringggbainder
K.S.A. 23-602 and amendments thereto.

Abuse/neglect reported or witnessed in any JJFGeFd$ome must be immediately reported to the
youth’s custodial case manager and SRS througlsR® Kansas Abuse/Neglect Hotline (1-800-922-
5330). The Abuse/Neglect Hotline number must bagubi a prominent place in the foster home. Any
employee of the provider or a parent in the JJF&efohome who witnesses or hears about the
abuse/neglect of a resident within that home isdtify the Director of the JJFC Provider immedigtel
except in cases where the alleged perpetratoei®itector. The Director is responsible to see that

all cases of abuse/neglect are reported to thenamngassed on to the resident’s custodial casagean
and SRS through the SRS Kansas Abuse/Neglect Hotht no time shall the administration of a
program in which abuse/neglect has allegedly oecuimterfere or otherwise attempt to alter the repb

an abuse/neglect claim made by an employee ofabiity.

Section 6.4: Critical Incident Reporting

Critical incidents are to be reported to the yositbustodial case manager and the youth’s parent or
guardian when appropriate.
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"Each JJFC provider shall develop an internal mecéor obtaining on-call/lemergency contact
information for all custodial case managers indhent of an emergency or critical incident.”

The following critical incidents should be verballgported immediately with a written report to the
custodial case manager within twenty-four (24) koof the event (please refer to the following
definitions for clarification):

» Attempted suicide The attempt to intentionally kill oneself andethttempt caused injury or
could have resulted in serious injury or deathoif shetected.

» Suicide Intentionally killing oneself.

» Homicide: The killing of one person by another.

» Other death: Accidental death or death from natural causesmauth.

» Assault/Battery: Verbally creating fear of bodily harm and/or tbeusing bodily harm against
another person.

» Sexual misconduct Any sexual conduct between youth or betweentyaud staff/volunteers.
Sexual conduct includes the intentional touchingaabther person’s intimate parts, or the
clothing covering the immediate area of the intienparts, committed with sexual or aggressive
intent.

» Alleged maltreatment of youth Any act or situation of abuse and/or neglectdaned by
K.A.R. 30-46-10

» Serious youth injury/iliness Any youth iliness that requires the youth to Hmespitalized or
receive significant medical treatment. Significargdical treatment is treatment that could not be
handled by a trained health care person outsitteedfiospital or clinical setting.

» Serious infectious diseaseDiseases such as, but not limited to TB, HejgahitB/C, or a serious
sexually transmitted disease as tracked by thee€ &t Disease Control (CDC). This only needs
to be reported if there is a threat of transmissibtihe disease to staff or other youth.

* Riot/Hostage situation Any disturbance by three or more youth thataesly disturbs the
operation of a facility, jeopardizes the controbofarea, threatens violence against or destruction
of property, or results in significant property dage or personal injury to youth or staff.
Includes any hostage situation.

» Natural disaster: Acts of nature which cause personal injury taffsand/or youth or which
causes structural damage to the physical strubtursing youth.

e AWOL: A youth's departure from a placement or supéwmisvithout lawful authority, as
defined byK.S.A. 75-712f This also includes youth while on a supervisefdgobunds setting
(i.e. transports, hospital, and medical visits)ep®&ted verbally to law enforcement and the
custodial case manager immediately with a writegort to the custodial case manager within 24
hours of the event. An immediate verbal notificatie to be made to law enforcement and to the
custodial case manager when the youth returnslocésed.

» Other: Any action or situation which would require a pesse by law enforcement, the fire
department, an ambulance or another emergencynmespgovider. Incidents in this category
would also include any incident not reported in theo category and have the potential for
significant media coverage.

If the critical incident involves abuse or neglétte foster home must also follow mandated repgrtin
requirements.

All foster homes must have procedures for reportimigical incidents to administrative staff and
recording critical incidents in the resident fileAn administrative file of critical incidents muise kept
by the foster home.

An administrative file shall be kept by the fod@me documenting critical incidents that is segafiam
the documentation in the youth'’s file.
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Section 7: Training

Section 7.1: Specialized Training

Written policy, procedure and practice requirertireg for staff and foster parents, which is in #iddi to

the hours and subjects necessary to satisfy licemmguirements of the Kansas Department of Health
and Environment, as specified in this section. €hesinings are essential to the effective delivadrthe
specialized programming of this service type andheeting the specific needs of the juvenile offende
population.

Section 7.2: Approval of Cognitive Training Curriculum

Written policy, procedure and practice require agff person who will provide training to case
coordinators, foster parents, or others on the itiegrbehavioral practices implemented by the Riewi

to have completed a sixteen (16) hour training joled and/or approved by the Kansas Juvenile Justice
Authority. From this sixteen (16) hour trainingetprovider will develop a twelve (12) hour trainiag

the cognitive behavioral practices to be deliveedase coordinators, JJFC foster parents and they o
JIFC staff (see section 7.3 for further explanatiortognitive behavioral training topics). The fistep

in the JJFC training curriculum certification presds to deliver the 12 hour training to JJFC ptevi
staff within three (3) months of completing thetiali 16-hour training. A Kansas Juvenile Justice
Authority representative will attend this firstitieng to certify that the cognitive behavioral daulum is
being delivered with fidelity.

Section 7.3: Initial Foster Parent Training

Written policy, procedure and practice require efsher parent to have completed twenty (20) hofirs
training, prior to the placement of any youth ititeir home. The hours are minimum requirements.

» Twelve (12) contact hours of training in the Coiy&tBehavioral practices provided/approved by
the Juvenile Justice Authority for use by the Clldcing Agency. The topics must include the
following: cognitive theory, social learning theprthe cognitive behavioral cycle, cognitive
restructuring, tools for restructuring, cognitivdlisbuilding, and effective reinforcements. The
training must include knowledge building and skitvelopment. Participation in the training
specified in section 7.2 may substitute for thiguieement.

* One (1) contact hour of Adolescent Growth and Dewelent and Sexual Development which
shall address biological, psychological and cogeitthanges in youth during the adolescent
years to include but not limited to: physical chesmdo the body; mental development such as
the ability to think abstractly, expressing conseatout philosophy, politics and social issues,
thinking long term and setting goals, comparingseftfeto one’s peers; and social development
such as desire for independence from parents, ipdeience and acceptance, male-female
relationships

 One (1) contact hour of Crisis Prevention and Respoto include the identification and
reduction of risk to youth as well as appropriageponses by staff and foster parents in the
following areas: changes in youth behavior; intéoas with peers, teachers and other persons of
influence upon the youth; youth responses to pargngocial situations or life circumstances.

» Two (2) contact hours of Working with Youth withtémagency Involvement, Special Needs and
Disabilities which shall address working collaboraly with various agencies on behalf of the
youth in foster care, such as schools, courts, reigi@n agencies and service providers and
including effective advocacy for the youth; how tespond to and manage the unique
circumstances of youth including issues or remdr@h the home, school transitions, loss of
connections to pro-social friends or organizatiamsl/or special needs because of a specific
physical or mental limitations of the youth; howaddress warning signs or indicators that may
necessitate a specific referral for assessmenttendoutine support and management of youth
with an identified learning disability; and the hig of youth and responsibilities of public
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education systems to serve this population.

e Two (2) contact hours of training on Gangs, whibhalkinclude information to assist the foster
parents in the identification of potential gangiatt by youth in their home to include, but not
limited to the use of language, displaying of cej@pecific dress, behavior of youth and/or peers
and graffiti.

» Two (2) contact hours of training on Substance D&®rders to include knowledge and skills
focused on the identification of possible drug lbigeyouth, supporting youth in maintaining
abstinence, supporting youth during treatment,edfattively responding to drug use by a youth.

If a Foster Parent/Family completes the PS-MAPPRiawum in full, JJA will consider an exception to
allow the PS-MAPP curriculum to meet the requiretadior the following: Adolescent Growth and
Development and Sexual Development; and Working Wibuth with Interagency Involvement, Special
Needs and Disabilities. However, to be considetéd, curriculum must include topics on sexual
development and working with the courts and sugé@rmi agency. An exception must be submitted to
JJA Central Office for this consideration, whicloshl include supporting documentation for the fragn
exception.

Section 7.4:  Initial Case Coordinator Training

Written policy, procedure and practice require eaabe coordinator to have completed thirty (30)réiou
of training, prior to assuming the case coordinatsponsibilities for any youth in placement. Tioeifs

are minimum requirements.

Case coordinators must complete the same traimegsired of foster parents to ensure they have a
comprehensive understanding of the training anddhe capable of supporting those foster pareluts.
addition to completing the trainings listed in $mct7.3, the case coordinator must also complete th
following:

» Twelve (12) contact hours of training in the Coiy&tBehavioral practices provided/approved by
the Juvenile Justice Authority for use by the Childcing Agency. The topics must include
cognitive theory, social learning theory, the cdigei behavioral cycle, cognitive restructuring,
tools for restructuring, cognitive skill buildingnd effective reinforcements. The training must
include knowledge building and skill developmenartigipation in the training specified in
section 7.2 may substitute for this requirement.

e One (1) contact hour of Family System Theory whshhll include the interaction between family
members and the importance of family relationsiip®verall psychological health.

» Two (2) contact hours of Local Service Systems amgas which shall include at a minimum how
to access the delivery systems in Kansas for mdmalth, medical, dental, educational, and
substance use disorder services.

» Three (3) contact hours of Program Planning, Peemey Planning and Transition Planning
which shall address the development of effectiv@nglincluding targeting the dynamic risk
factors for offending, the development of SMART axtijves incorporating the coordination and
delivery of services, timeframes and legal aspettpermanency, identification of transition
needs and services for development of effectivesitianal plans from JJFC.

e One (1) contact hour of Cultural Sensitivity andspensiveness which shall include the
development of an understanding of different caltuaspects of each youth and their
reunification family, how to approach cultural @ifénces of the foster and reunification home,
and to support the youth in maintaining their cudtu

e Three (3) contact hours of Working with Sex Offersderhich shall address myths and facts of
juvenile sex offenders, effective treatment mogit legal obligations of adjudicated sex
offenders for registration and compliance with ¢oarders, and effective supervision and
management practices of sex offenders in the contyun

If the case coordinator has completed the aboweirigs within the last twelve (12) months, appreafei
documentation of the training completion will saéfito meet these training requirements.
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Section 7.5: Foster Parent Training for Sex Offetiers

Written policy, procedure and practice require thiay foster home who accepts youth who have been
adjudicated for a sex crime to have completed mdit training specified in this standard, priortie
placement of any adjudicated juvenile sex offenglauth into their home. The hours are minimum
requirements.

e Three (3) contact hours of Working with Sex Offersderhich shall address myths and facts of
juvenile sex offenders, effective treatment mogit legal obligations of adjudicated sex
offenders for registration and compliance with ¢oarders, and effective supervision and
management practices of sex offenders in the contyun

Section 7.6: Annual Training for Case Coordinatos

Written policy, procedure and practice require eeabe coordinator to complete a minimum of twenty
(20) hours of annual training. These hours aredititeon to any KDHE licensure requirements and Ishal
address the same topics as 7.4. Annual training beusompleted in the year between the persorss fir

and second anniversary dates of becoming a Caseli@ator, and annually thereafter.

The training should be designed and structuredotttimually increase the knowledge basis and skill
development of the case coordinator. The traitdpics shall include:

» The practicing of cognitive restructuring and caigei skill building

» The use of reinforcements to change behavior

» Recent developments in the treatment and manageoherttolescent sex offenders, substance
use disorder offenders, and offenders with mergalth issues.

Section 7.7: Annual Training for Foster Parents

Written policy, procedure and practice require efactier parent to complete a minimum of twelve (12)
hours of annual training. These hours are in amtdito any KDHE licensure requirements and shall
address the same topics as 7.3 and 7.5. Annuaingamust be completed in the year between the
person'’s first and second anniversary dates ofrhagpa JJFC foster parent, and annually thereafter.

The training should be designed and structuredotttimually increase the knowledge basis and skill
development of the foster parents.

» The practicing of cognitive restructuring and caiyei skill building

* The use of reinforcements to change behavior

» Recent developments in the treatment and manageoherdolescent sex offenders, substance
use disorder offenders, and offenders with mergalth issues.

Section 8: Reporting and Record Keeping

Section 8.1: Youth’'s File

The family foster home shall maintain a file forceayouth in placement. The file shall contain the
following information:

* Youth’s name and date of birth

* Name and address of the youth’s referring agensg nanager
* Placement Agreement

* Medical and surgical consents
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* Medical and dental records

» Record of youth’s prescription and non-prescriptioedications and when administered
» Authorization for release of confidential infornwati

» Log of critical incident reports

Section 8.2: 30-Day Progress Reports

Thirty-day progress reports shall document youtustment in the home, school performance (if
school age), medical, dental, vision, and mentaltheappointments, critical incidents reported,
interactions with parents, and any other signifi@rents or issues related to the youth and theepiant.

Section 8.3: Transfer of Youth’s Medical Records

When a youth leaves a family foster home to rehorme or moves to another out of home placement, the
youth’s medical records shall be given to the y@uteferring agency to accompany the youth.

Section 8.4: Record Keeping Requirements for theéoster Home
The record keeping requirements<of\.R. 28-4-272shall be met by the foster home.

» Record Retention: Case records, including medaadnds, shall be maintained six (6) years from
the date of the youth's discharge or until completof an on-going audit and production of a
final audit report, whichever is longer.

» Health Records: Health Care records of residentst meet the requirements fA.R. 28-4-
275.

» Chart Documentation: A dated record of daily obagons and significant occurrences involving
each youth shall be maintained. The record shellide events which may affect the well-being
of the youth. The record shall be available farie®. Each report shall include the date and
time of occurrence, the foster parent and/or yomtolved, the nature of the incident and the
circumstances surrounding it.

Section 8.5: Exception Requests

Written policy, procedure and practice shall regufrat any request for exception to these standsgds
submitted to JJA for review and approval at leamt (1) week prior to the proposed effective datee T
request shall be in writing submitted to the Inédgd Services and Programs (ISP) Unit Director. The
request shall include but is not limited to thddwiing:

» Explanation of the reason for the exception

» Citation of the specific standard(s) to which thquest applies

» If specific to a staff member, the name of thefgiafson subject to the request
» If specific to a youth, the name of any youth(d)jsat to the request

» Proposed effective date and duration of the exaepiquest

Section 9: Performance Measures

The measures for this standard are tracked andlatdd by contracted service provider, not indiidu
foster homes. Data will be reviewed annually ag pérthe renewal of each JJFC provider contract.
Where providers are deficient in meeting outcommshnical assistance will be available and the
opportunity for a program improvement plan to beedeped by the JIFC provider to achieve outcomes
in the following year.
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. At least 95% of admissions will have the goal tanié the youth with parent/legal
guardian/reintegration home

Calculated as: placement goal identified in thetymuprogram plan, divided by total admissionsiBQ.

Data will be obtained through review of programngldy JJA staff during technical assistance si#svi
conducted at least annually.

. At least 75% of releases will be to the parentllegaardian/reintegration home or to an
independent living setting (transitional living gram, community reintegration program or indepehden
living)

Calculated as: The total number of youth releasqaacements of the parent/legal guardian/reintagra
home, transitional living, community reintegratigmogram and independent living, divided by all
releases from the program.

Data will be tracked through CASIMS by comparingiyoplaced in JJFC to their next placement type.
In addition to these initial outcomes, JJA willibgplementing data collection and monitoring of pdzr

compliance with standards, program effectiveneststand post release measures of recidivism which
may be incorporated into this service as theserbeaeliable data sets.

JJA Provider Handbook (Revised 6/24/2011) 52



Return to
Table of Contents

YOUTH RESIDENTIAL CENTER | STANDARDS

Section 1: General Program Description and Requaments

A Youth Residential Center (YRC) | facility is a-Pdur group boarding home or residential facillgtt
meets the requirements [6fA.R. 28-4-268-280It is a non-secure residential service desigogutavide
an environment that will enhance the youth’s apitib achieve a higher level of functioning while
avoiding future placement in a more highly struetutreatment facility.

Section 1.1: Services Provided in Youth ResideatiCenter

The range of services to be delivered by the YR&ility to meet the variety of individual needstbé
residents shall be clearly described. The GenamdrBm description approved by SRS Children and
Family Services or JJA for each facility shall it but not be limited to the goals of the program,
resident behavioral treatment system, job desoripti(responsibilities, functions, and qualificaton
needed by the person filling the position), pokcénd procedures, daily living activities, heakhvices,
recreation activities, and visitation policies.

Section 2: General Staffing Requirements

Twenty-four hour care which has been licensed byHEDK.A.R. 28-4-268-28) in the appropriate
licensure category to cover the programming théitiagvill provide to the populations of childrergyth
whom the facility will serve. If licensened asesidential center there shall be 24-hour awakd siaf
insure child safety.

Section 3: Criteria for the Youth’s Admission

Population served is children and youth, ages 6 tbugh 22, who:

» Display a need for more structure and supervidiam tprovided in a family foster home due to
behaviors which might include difficulty with auttity figures, minor offenses and difficulty in
school.

» YRC | facilities may also serve those children godth in Police Protective Custody.

e Children who DO NOT meet the standard for PsycitidResidential Treatment Facility (PRTF)
admission, who are not in need of intensive treatmend for whom family based services are
not appropriate to meet the youth’s needs.

e Youth awaiting a PRTF screen may reside in a YRl the time of the screen.

» If a youth is in a YRC | awaiting a screen, theeser must be completed within fourteen (14)
days, but should be completed as soon as posHithie. youth screens into a PRTF, they can stay
up to 14 days while awaiting a PRTF bed.

* No more than 50 percent of the youth in a YRC llitgamay have screened into a PRTF and be
in the 14-day waiting period for a PRTF placement.

* Youth may step down to a YRC | from a PRTF aftez fitreener and treatment team have
determined the youth no longer needs the levehrd provided by a PRTF.

Section 3.1: Placement Agreement

A Placement Agreementust be completed between the provider and theriefeagency. A copy of the
Placement Agreement must be kept in the youtteésdfiithe facility.

The initial service authorization period for a YR@ill be for not more than 90 days. Service extens

will be for a period of time not to exceed 60 dagad will be examined by the youth’s custodial case
manager to ensure the youth is receiving the seswvicey need to reintegrate into the communitye Th
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youth may continue receiving services in the YRf@cility as long as they continue to require tlegell
of care as determined by the youth’s custodial czseager.

Section 4: Resident Lodging

In order to support the daily management and aditnation of residents, each residential provideilsh
develop an objective procedure regarding the phls$iousing of juvenile offenders. Youth placed in a
residential setting shall be assigned to a roonedagon various factors, as identified by risk/rseed
assessment(s) in addition to other indicators.tdfa¢o consider in assigning rooms shall incluulg ére
not limited to):

» Risk to recidivate (as determined by evidence-baiskchssessments)

» Suicidal tendencies

» Level of specialized needs (i.e. mental health,io@detc.)

» Sex offender status

» Gender

» Age and/or maturity level

» Program needs (substance use disorder, cognithevlogal, independent living, etc.)
* Vulnerability to being victimized by others (i.ehysical stature)

While each youth will have an individualized pragraplan, assigning rooms based upon

risk/need/responsivity factors will allow for a egf more secure environment, as well as efficient a
effective management of the living units.

Section 5: Residential Care Program

Section 5.1: Residential Care System

Each YRC | shall have a written program of consisteles and regulations guiding and governing the
daily behavior of the youth under the care of thegpam. The behavior management system should
include a description of daily general routinestloé program. The system of rules, rewards, and
consequences for given behaviors should be idedtifiEach youth shall be oriented to the YRC I's

behavior management system by a staff member dthimg@dmission or orientation process. Notation

should be made in the youth’s file and signed ey yhuth that the rules and regulations, rewards and
consequences have been discussed with the youth.

The YRC | facility should also post the behaviorragement system in a common area where youth are
able to easily access the system or the youth dHmeilgiven a written copy of the system to use as a
reference. The system should include rules gomgriiterpersonal interactions with staff and peers,
facility leave policies, school attendance and bihliawhile at school, verbal and physical aggressio
allowable possessions, awakening and bedtime higisgye hours, visitation policies, AWOL attempts,
involvement in recreation and other activitiesf-sgelstructive behaviors, sexuality, communicatiosith
family and others outside the program, religiousrsh@, involvement in therapies, theft, property
destruction, behaviors resulting in mandatory reahdsom the program, and behaviors at the program
which could result in legal prosecution.

The overarching goals should be to not only hepybuth adjust to the residential facility but ateo
daily life within society. A resource list shall Imaintained by the facility of the available resmas to
meet the youth’s needs in the community.

Section 5.2: Education Requirement

All facilities shall have an education agreementhwa school district certified by the state boafd o
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education. The facility shall ensure routine comivations between the staff and any educational
program in which the youth is placed. This mayude requesting and participating in the developmen
of an Individual Education Plan for each residehewappropriate. These contacts shall be notétkin
youth’s case record.

Section 5.3: Scope of Services

The provider shall write a policy and procedure oarfior the operation of the YRC | facility thatlibe
reviewed and approved by SRS Children and Familyi&ss and the Juvenile Justice Authority. It will
provide a program for youth in the facility thatvees the following program components:

Daily Living Services- Daily living services shall be provided and indé the following:
* Room, board, child care, personal spending momeay/sahool fees.
» Transportation to appointments within a 60-mileiwadincluding to and from school, medical
care, recreation, etc.
» Academic activities - assistance with school wedgational training, and/or G.E.D. training.

Situational Training- to include but not limited to:

» Personal Hygiene — Teaching about body cleanlinesg, of deodorants and cosmetics,
appropriate clothing, choosing clothing to fit imidiual and occasion, and keeping clothes neat
and clean.

» Health - Identifying and understanding residenesalth needs; securing and utilizing necessary
medical treatment including preventive and heaitfaintenance services; gaining information
and education in health maintenance (including gméve measures, nutrition, menstruation, rest,
cleanliness, family planning, drugs, sexually traitted diseases, exercise, and motivation for
meeting own health needs), maintaining contact \pithviders of health services (physician,
nurse, clinic) and using outside resources foristmste (clinics, pharmacies, hospitals).

e Consumer education for independent living- Budggtoomparative buying, installment buying,
avoiding risks, identifying illegal or excessivedrest rates, use of credit, avoiding or dealing
with debts, using checking and savings accountspaging taxes.

Communication skills:

The youth’s articulating thoughts and feelings tlylo appropriate use of such skills as speech,ngriti
and use of the telephone.

Home Management:

Making the bed and changing linens, using the varcaleaner, dusting, organizing belongings, disgpsin
of trash, cleaning all areas of the home, operatimgliances, cooking complete meals, making simple
repairs, who to call when a major repair is needsxing aware of the need for upkeep, handling
emergencies, knowing first aid.

Situational Guidance:
Identifying and accepting strengths, developindguas of acceptance and coping with authority fgur
getting along with others, sharing responsibilinging considerate of others, developing friendships

knowing when to go home when visiting, recogniziog modifying attitudes toward self or others,
responsible work attitudes, tolerance of verbdilaisim, reactions to praise, punctuality, and atterce.
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Recreation:

Participating in leisure time activities, learnihgw to spend leisure time, developing outside &y
managing time, finding recreation with little or e&pense involved, finding community projects teeta
part in, participating in social groups, participgtin sports and games, arts and crafts, and eipirey
fine arts.

The daily schedule shall address the needs ofesidants and the use of time to enhance the ré'siden
physical, mental, emotional, and social developmertie facility shall provide supervised indoor and
outdoor recreation so that every resident maygipaie. Age appropriate equipment to promote [@aysi
development and physical fitness shall be availabdge appropriate socialization shall be provided
utilizing community resources to assist the youthtriansitioning back into their community when
appropriate.

Section 5.4: Initial Assessment

When a youth enters the facility, the YRC | shagim assessing their strengths and needs withintywe
four (24) hours and shall have a completed assegsnithin 7 days. The assessment shall include but
not be limited to the following:

» Reasons for referral to the facility.

» Evaluation or assessment covering the followinggre

physical health

family relations

academic or vocational training

community life

interpersonal interactions

daily living skills

immediate incidental mental health/substance usardier needs service needs.

NoorwhE

Section 5.5: Accessing Outpatient Mental Health/Sistance Use Disorder Services

Only Outpatient Mental Health/Substance Use Disosgevices are allowed while a youth is residing in

an out of home placement (excluding PRTF placemelfitputpatient services are needed, the provider
shall coordinate assessments and services throlfd &havioral health managed care program
associates of the Prepaid Ambulatory Health PlakH@® and/or of the Prepaid Inpatient Health Plan

(PIHP). The PAHP and PIHP associates will determine the,tyrequency and duration of services

required to meet the individualized Mental Healtli§ance Use Disorder needs of each youth.

Upon admission or during the course of the yougihay, if the youth begins to exhibit behavior/needs
which cannot be addressed by the placement ordhroutpatient services, the provider shall collater
with the custodial case manager to obtain an apjatepscreen/assessment to determine the level of
services required.

If the youth is receiving Mental Health/Substancee Disorder services from a PAHP or PIHP associate,
including a community mental health center or irefefent practitioner, at the time of admission, the
youth may continue services by the same providerdimtain continuity of service.

Providers may employ, contract or otherwise partvighr associates of the PAHP and/or PIHP to provide
Outpatient Mental Health/Substance Use Disordefices to youth residing at the program.

Providers shall not prohibit the youth’s ability tequest or receive services from any willing pdevi
who are authorized associates of the PAHP or PIHP.
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Section 5.6: Program Plan

For each youth residing in a YRC | for more thand&¥s a program plan must be developed based on a
thorough assessment. Assessment documents mirstibded in the case record. The program plan
shall be established by the end of 14 days and atidtess identified needs in the emotional, playsic
educational, social, familial, and where appropriatiependent living skill domain of the particutase.
Youth may not have identified needs in every domidiso, note that no needs were identified.

Program plans should be thoroughly reviewed anéimns made at least quarterly. The program plan
shall include:
* Long term goals in the areas of physical healthjilfarelations, daily living skills, academic
and/or vocational skills, interpersonal relaticausg emotional/psychological health.
» Short term goals which will help a youth eventuatach his/her long term goals in each of the
above areas.
» Specific plans for reaching the short-term goatduiding services to be provided and frequency.
» Estimated time for reaching short term goals.
» The youth’'s signature indicating that the youth Ipasticipated in the development of the
program plan.

Section 5.7: Discharge/Aftercare Plan

Discharge planning shall begin upon admission efybuth to the facility. At a minimum, the resitien
the resident’s parents or guardian, and the plaagggcy should be involved in planning the dischaiy
a resident from the facility. The discharge plad anodifications to it should be noted in the file.

A discharge summary shall be completed at the ftih¢he youth’s discharge. This shall include
delineation of after-care plans and goals whichytheth have reached. Written recommendations for
aftercare shall be made and should specify thermaftequency, and duration or services the fgcilit
recommends for the youth. The plan shall also ah@rit who the responsible parties are for aftercare
services.

Section 5.8: Case Coordination

Case Coordination in a YRC | shall be carried guthe custodial case manager.

Section 5.9: Home Visits

When home visits are a part of the program plaeretishall be pre and post home visit contacts teatwe
the youth, their family, and facility program staéfgarding the home visit including pre and posttem
documentation on the home visit. Because the gbplacement is to return the youth to a familyelik
setting, it is important that home visits be callgfyplanned and executed in the best interests of

permanency planning for the youth. All home vigtsll be arranged through coordination with the
youth’s custodial case manager.

Section 6: Resident’'s Rights

The staff of the facility shall allow privacy fomeh youth. The facility’s space and furnishingallshe
designed and planned with respect for the resideight to privacy. The facility's design shalkal
provide supervision according to the ages and nekttie residents. Each resident shall have & quéa
where they can withdraw from the group when appab@r

Contacts between the resident and their parentslfigmashall be allowed while the resident is inecar
unless the rights of the parents have been terednby court order or family contact is not in the
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resident’s best interest. The frequency of conshetll be determined by the needs of the residedt a
his/her family or guardians per program plan rezmuients.

The facility shall have clearly written policiesgerding visits, gifts, mail, E-mail and telephone
(including cell phone) calls between the residerd their family, or guardian. These policies skl
made known to the resident and his/her family/giaarcht or prior to admission. Residents shall be
allowed to send and receive mail and have teleprommeersations with family members/guardians
unless it is not in the best interest of the yotitie, safety and security of facility, or if a coander
necessitates restrictions.

If restrictions on communications or visits are essary these shall be documented in the youth's
program plan. The youth’s custodial case managest hbe notified of any new restrictions to
communications or visitation implemented by thalitgcprior to its implementation.

A resident shall be allowed to bring personal pssieas to the facility and may acquire other paseas

in accordance with the policies of the facilityidPrto admission, information shall be made avadab

the youth and their parents/guardians concerningt whssessions a youth may bring to the facility an
the kinds of gifts they may receive. Possessiafisgch a youth cannot have or receive at the facilit
shall be specified in writing and distributed te touth and their parents/guardians.

Discipline at the facility shall be consistent amat be physically or emotionally damaging. Youtlalsh
not be subjected to cruel, severe, unusual, oragssary punishment. Youth shall not be subjeaied t
remarks that belittle or ridicule them or their fies. Residents shall not be denied food, mailisits
with their families as punishment. Seclusion shall be utilized as a disciplinary measure. Om#ffs
members shall discipline residents.

Section 7: Special Circumstances Affecting Youtim Residential Placement

Section 7.1: Time Out

A procedure used to assist the individual to regamotional control by removing the individual frdns
or her immediate environment and restricting thiivilual to a quiet area or unlocked quiet room.

Application of time out:
1. Aresident in time out must never be physicallypréged from leaving the time out area.
2. Time out may take place away from the area of agtor from other residents.
3. Staff must monitor the resident while he or shia isime out.

Section 7.2: Emergency safety intervention

An emergency safety intervention must be perfornmedda manner that is safe, proportionate, and
appropriate to the severity of the behavior, amdrtsident's chronological and developmental dge, s
gender, physical, medical, psychiatric conditiamj @ersonal history.

The use of emergency safety interventions must déxdomned only through the use of nationally
recognized restraint procedures applicable togbulation designed to prevent a resident from ragm
self or others by exerting external control oveygital movement.

Physical restraint is the application of physiaaicé without any mechanical device, for the purpaise
restricting the free movement of a resident’s boéhysical restraint should be used only as a last
resort after all verbal de-escalation techniques ha failed and when the resident is at-risk of
harming themselves or others.

Mechanical restraint is the use of mechanical aesvto restrict the free movement of the residdruy,
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most often for purposes of preventing self-desivaedbehavior. Mechanical restraints are not allowed
in YRC | residential facilities.

Each facility must have a written restraint polenyd all staff must be trained to provide safe ptalsi
restraints in the event of an emergency safetyvatgion. Staff must be trained in authorized, wel
recognized training programs for managing aggresbiahavior. Staff training records must be kept as
part of the staff member’'s personnel file and mastmade available upon request. At the time of
admission to a facility, the resident and parerfdian must be oriented to the restraint policiethe
facility and must sign a written acknowledgmenthis orientation. This written acknowledgment $hal
be kept in the client’s case record.

Section 7.3: Reporting Abuse/Neglect

Physical Abuse means the infliction of physicalrham a child or the causation of a child's detation,
or the likelihood of harm or deterioratioh.A.R. 30-46-10

Sexual Abuse means any contact or interaction avithild in which the child is being used for thessd
stimulation of the perpetrator, the child, or amottperson. Sexual abuse shall include allowing,
permitting, or encouraging a child to engage inspitation or to be photographed, filmed, or depidi®
obscene or pornographic material. Contact soletyvéen children shall meet the criteria only if the
contact also involves force, intimidation, diffecenin maturity, or coerciorK.A.R. 30-46-10

Mental or Emotional Abuse means the infliction aémtal or emotional harm to a child or the causation
of a child's deterioration. This term may inclutdat shall not be limited to, maltreatment or eigliion
of a child to the extent the child's health is ljki® be harmed.

This term may include the following:

1. terrorizing a child, by creating a climate of fearengaging in violent or threatening behavior
toward the child or toward others in the child'egence that demonstrates a flagrant disregard for
the child;

2. emotionally abandoning a child, by being psychatatly unavailable to the child, demonstrating
no attachment to the child, or failing to providkeguate nurturance of the child;

3. corrupting a child, by teaching or rewarding thédcFor unlawful, antisocial, or sexually mature
behaviors.K.A.R. 30-46-10

Neglect means any act or omission by a parent,dgaraor person responsible for the care of a child
resulting in harm to a child or presenting a liketid of harm and the acts or omissions are nosdiedy

to the lack of financial means of a child's pamnbther custodian. Neglect may include but, shailbe
limited to:

1. failure to provide the child with food, clothingr, shelter necessary to sustain the life or hedlth o
the child;

2. failure to provide adequate supervision of a cluidto remove a child from a situation that
requires judgment or actions beyond the child'sll@f maturity, physical condition, or mental
abilities and that result in bodily injury or thikdlihood of harm to the child; or

3. failure to use resources available to treat a diagd medical condition if the treatment will make
the child substantially more comfortable, reducénpend suffering, correct or substantially
diminish a crippling condition, or prevent the cdimh from worsening. A parent legitimately
practicing religious beliefs who does not provigedfied medical treatment for a child because
of religious beliefs shall not for that reason besidered a negligent parekitS.A. 38-2202(t)

Section 7.4. Mandated Reporters

Mandated reporters must report all withessed goestted abuse/neglect to SRS through the SRS Kansas
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Abuse/Neglect Hotline.

K.S.A. 38-2223states that when any of the following personsreason to suspect that a child has been
harmed as a result of physical, mental or emotiatalse or neglect or sexual abuse, the person shall
report the matter promptly:

A. The following persons providing medical care oratment: Persons licensed to practice the
healing arts, dentistry and optometry; persons @edjain postgraduate training programs
approved by the state board of healing arts; legnzofessional or practical nurses; and chief
administrative officers of medical care facilities;

B. The following persons licensed by the state to ipl®vmental health services: Licensed
psychologists, licensed masters level psycholqgistsnsed clinical psychotherapists, licensed
social workers, licensed marriage and family thistap licensed clinical marriage and family
therapists, licensed professional counselors, diegnclinical professional counselors and
registered alcohol and drug abuse counselors;

C. Teachers, school administrators or other emplogées educational institution which the child
is attending and persons licensed by the secrefdrgalth and environment to provide child care
services or the employees of persons so licens#tegtlace where the child care services are
being provided to the child; and

D. Firefighters, emergency medical services persofamslenforcement officers, juvenile intake and
assessment workers, court services officers andneonity corrections officers, case managers
appointed undei.S.A. 23-1001et seq., and amendments thereto, and mediatoosnégg under
K.S.A. 23-602 and amendments thereto.

Abuse/neglect reported or witnessed in any YRC $tine immediately reported to the youth’s custodial
case manager and SRS through the SRS Kansas AlegsstN Hotline (1-800-922-5330). The
Abuse/Neglect Hotline number must be posted inaanprent place in the facility. Any employee of the
facility who witnesses or hears about the abusédnegf a resident within that facility is to ngtithe
Director of the facility immediately, except in e@swhere the alleged perpetrator is the facilityeEtor.

The facility Director is responsible to see tdniatt all cases of abuse/neglect are reported to dretrare
passed on to the resident’s custodial case maragkISRS through the SRS Kansas Abuse/Neglect
Hotline. At no time shall the administration of bgram in which abuse/neglect has allegedly ocdurre
interfere or otherwise attempt to alter the repdran abuse/neglect claim made by an employeeadf th
facility.

Section 8: Ciritical Incidents

A Critical Incident is an occurrence that requities provider to make a response that is not aghdte
program’s ordinary daily routine.

Section 8.1: Critical Incident Reporting

Critical incidents are to be reported to the yosithustodial case manager and the youth's parent or
guardian when appropriate.

Each facility shall develop an internal processdbtaining on-call/emergency contact informationdt
custodial case managers in the event of an emergereitical incident.

The following critical incidents should be verballgported immediately with a written report to the
custodial case manager within 24 hours of the eypl#tase refer to the following definitions for

JJA Provider Handbook (Revised 6/24/2011) 60



Return to
Table of Contents

clarification):

Attempted suicide The attempt to intentionally kill oneself and tatempt caused injury or
could have resulted in serious injury or deathoif detected.

Suicide Intentionally killing oneself.

Homicide: The killing of one person by another.

Other death: Accidental death or death from natural causegath.

Assault/Battery: Verbally creating fear of bodily harm and/or tteusing bodily harm against
another person.

Sexual misconduct Any sexual conduct between youth or between yauith staff/volunteers.
Sexual conduct includes the intentional touchingaabther person’s intimate parts, or the
clothing covering the immediate area of the intinparts, committed with sexual or aggressive
intent.

Alleged maltreatment of youth Any act or situation of abuse and/or neglectdafned by
K.A.R. 30-46-10

Serious youth injury/illness Any youth illness that requires the youth to hesgitalized or
receive significant medical treatment. Significargdical treatment is treatment that could not be
handled by a trained health care person outsitleedfiospital or clinical setting.

Serious infectious diseaseDiseases such as, but not limited to TB, HegafifB/C, or a serious
sexually transmitted disease as tracked by theeCé&mt Disease Control (CDC). This only needs
to be reported if there is a threat of transmissibthe disease to staff or other youth.
Riot/Hostage situation Any disturbance by three or more youth that seslp disturbs the
operation of a facility, jeopardizes the controbofarea, threatens violence against or destruction
of property, or results in significant property dage or personal injury to youth or staff.
Includes any hostage situation.

Natural disaster. Acts of nature which cause personal injury tdfstad/or youth or which
causes structural damage to the physical strubtueing youth.

AWOL : A youth’s departure from a placement or supeoviswithout lawful authority, as
defined byK.S.A. 75-712f This also includes youth while on a supervisefdgobunds setting
(i.e. transports, hospital, and medical visits)ep®&ted verbally to law enforcement and the
custodial case manager immediately with a writegrort to the custodial case manager within 24
hours of the event. An immediate verbal notificatie to be made to law enforcement and to the
custodial case manager when the youth returnslocaged.

Other: Any action or situation which would require a pesse by law enforcement, the fire
department, an ambulance or another emergencymsspgwovider. Incidents in this category
would also include any incident not reported in thro category and have the potential for
significant media coverage.

If the critical incident involves abuse or neglettie facility must also follow mandated reporting
requirements.

All facilities must have procedures for reportingtical incidents to administrative staff and rediog
critical incidents in the resident files. An adistnative file of critical incidents must be kept facility.

An administrative file shall be kept by the fagildocumenting critical incidents that is separatenfthe
documentation in the youth's file.

Section 9: Staff In-Service Training

Youth care staff shall be provided with a minimufi2é documented clock hours per year which include,
but are not limited to, training in human sexualityghavior management, discipline, health care, and
technigues in the prevention and treatment of dnayalcohol abuse.
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Section 10: Record Keeping Requirements for thedeility

The record keeping requirementsof\.R. 28-4-272shall be met by the facility.

Record Retention: Case records, including medical records, shall bBmtained 6 years from the date of
the youth’s discharge or until completion of angwming audit and production of a final audit report,
whichever is longer.

Health Records:Health Care records of residents must meet theérsggants ofK.A.R. 28-4-275
Chart Documentation: A dated record of daily observations and significaecurrences involving each
youth shall be maintained. The record shall ineledents, which may affect the well-being of thatio

The record shall be available for review. Eactorephall include the date and time of occurretice,
staff member and/or youth involved, the naturehefihcident and the circumstances surrounding it.
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YOUTH RESIDENTIAL CENTER Il STANDARDS

Section 1: General Program Description and Requaments

A Youth Residential Center (YRC II) facility is atour group home or residential facility that nseet
the requirements of.A.R. 28-4-268-2801t is a non-secure residential service desiguoegdrovide an
environment that will enhance the youth'’s abiliyaichieve a higher level of functioning while avoil
future placement in a more highly structured treathiacility.

Section 1.1: Services Provided in Youth ResideatiCenter

The range of services to be delivered by the YRif@dility to meet the variety of individual needstbe
residents shall be well defined. The General Rimgdescription approved by SRS Children and Family
Services or JJA for each facility shall include mat be limited to the goals of the program, reside
behavioral treatment system, job descriptions @esipilities, functions, and qualifications), pddis and
procedures, daily living activities, health sergiceecreation activities, and visitation policieghe
purpose of placement in an YRC Il is to improve ybeth’s decision making, coping skills, sociallkski
and to address any underlying problems which deetaig the youth, while teaching the youth how to
handle their behaviors in order to transition sasfidly back into their family or community.

Section 2: General Staffing Requirements

Twenty-four hour care which has been licensed bHEDK.A.R. 28-4-268-28) as a group home or
residential center to cover the programming thditiaevill provide to the population of children/ybh
whom the facility will serve.

* The administrator in a YRC Il shall have a Bachelbegree.

» Program plan development, review, and case sujamnage carried out by the YRC Il Provider.
The youth to case coordinator ratio in a YRC 11i$6. The Case Coordinator shall have at least
a bachelor's degree in one of the human servicklisfiésocial work, psychology, human
development and family life, criminal justice, caeting), nursing, or education. Facility staff
must be trained to effectively meet the speciatlsed youth who require this level of care.

» Facility childcare staff shall be at least 21 yeafsage with a minimum of three years age
difference between the childcare worker and oldesident who can be admitted to the facility.
Childcare staff must have completed 32 hours afervice training provided by the facility
before they can function independently.

e There shall be 24-hour awake staff to insure csulfgty.

Section 3: Criteria for the Youth’'s Admission

Population Served:

e Population served is children and youth, ages6 28 who:

o Have a well established pattern of behavior or oohevhich is antisocial, oppositional,
defiant, aggressive, abusive, impulsive or higk irsnature.
o YRC Il facilities may also serve those children godth in Police Protective Custody.

e Youth who DO NOT meet the standard for Psychia®asidential Treatment Facility (PRTF)
admission, who are not in need of intensive treatmend for whom family based services are
not appropriate to meet the youth’s needs.

* Youth awaiting a PRTF screen may reside in a YR@htll the time of the screen.

« If a youth is in a YRC Il awaiting a screen theesar must be completed within 14 days, but
should be completed as soon as possible. If ththysmreens into a PRTF they can stay up to 14
days while awaiting a PRTF bed.
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* No more than 50 percent of the youth in a YRC tilfy may have screened into a PRTF and be
in the 14 day waiting period for a PRTF placement.

* Youth may step down to a YRC Il from a PRTF aftee screener and treatment team have
determined the youth no longer needs the levehrd provided by a PRTF.

Section 3.1: Placement Agreement

A Placement Agreememntust be completed between the YRC Il and the liefpagency. A copy of the
Placement Agreement must be kept in the youtteésdfiithe facility.

The initial service authorization period for a YRGtay will be for 90 days. Service extensiond e

for a period of time not to exceed 60 days, antilvélexamined by the youth’s custodial case maniager
ensure the youth is receiving the services theyl neeeintegrate into the community. The youth may
continue receiving services in the YRC Il facildg long as they continue to require this levelavkas
determined by the youth’s custodial case manager.

Section 4: Resident Lodging

In order to support the daily management and aditnation of residents, each residential providelsh
develop an objective procedure regarding the phls$iousing of juvenile offenders. Youth placed in a
residential setting shall be assigned to a roonedagon various factors, as identified by risk/rseed
assessment(s) in addition to other indicators.tdfa¢o consider in assigning rooms shall incluulg ére
not limited to):

» Risk to recidivate (as determined by evidence-bais&hssessments)

e Suicidal tendencies

» Level of specialized needs (i.e. mental health,icadetc.)

e Sex offender status

* Gender

e Age and/or maturity level

» Program needs (substance use disorder, cognithevlmgal, independent living, etc.)
* Vulnerability to being victimized by others (i.ehysical stature)

While each youth will have an individualized pragraplan, assigning rooms based upon

risk/need/responsivity factors will allow for a egf more secure environment, as well as efficient a
effective management of the living units.

Section 5: Residential Care Program

Section 5.1: Residential Care System

Each YRC Il shall have a written program of comsistrules and regulations guiding and governing the
daily behavior of the youth under the care of thegpam. The behavior management system should
include a description of daily general routinestloé program. The system of rules, rewards, and
consequences for given behaviors should be idedtifiEach youth shall be oriented to the YRC IlI's

behavior management system by a staff member dthimg@dmission or orientation process. Notation

shall be made in the youth’s file and signed by ybath that the rules and regulations, rewards and
consequences have been discussed with the youth.

The YRC Il facility must post the behavior managatr&ystem in a common area where youth are able
to easily access the system and the youth shouldivie® a written copy of the system to use as a
reference. The system should include rules gomgrmterpersonal interactions with staff and peers,
facility leave policies, school attendance and biliawhile at school, verbal and physical aggressio
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allowable possessions, awakening and bedtime hiaissye hours, visitation policies, AWOL attempts,
involvement in recreation and other activitiesf-slelstructive behaviors, sexuality, communicatioith
family and others outside the program, religiousrsh@, involvement in therapies, theft, property
destruction, behaviors resulting in mandatory reamhdsom the program, and behaviors at the program
which could result in legal prosecution.

The overarching goals should be to not only hegpybuth adjust to the residential facility but atso
daily life within society.

Section 5.2: Education Requirement

All facilities shall have an education agreementhwa school district certified by the state boafd o
education. The facility shall ensure routine comications between the staff and any educational
program in which the youth is placed. This mayude requesting and participating in the developmen
of an Individual Education Plan for each residehew appropriate. These contacts shall be notétkin
youth’s case record.

Section 5.3: Scope of Services

The provider shall write a policy and procedure garfor the operation of the YRC Il facility thatiliv
be reviewed and approved by SRS Children and FaBalyices and the Juvenile Justice Authority. It
will provide a program for youth in the facilityahcovers the following program components:

Daily Living Services- Daily living services shall be provided and umbé the following:
 Room, board, child care, personal spending monmay/sahool fees.
» Transportation to appointments within a 60-mileiwadincluding to and from school, medical
care, recreation, etc.
» Academic activities - assistance with school wedgational training, and/or G.E.D. training.

Situational Training- to include but not limited to:

» Personal Hygiene — Teaching about body cleanlinesg, of deodorants and cosmetics,
appropriate clothing, choosing clothing to fit imidiual and occasion, and keeping clothes neat
and clean.

» Health - Identifying and understanding residen&slth needs; securing and utilizing necessary
medical treatment including preventive and heaitfaintenance services; gaining information
and education in health maintenance (including gméve measures, nutrition, menstruation, rest,
cleanliness, family planning, drugs, sexually traitted diseases, exercise, and motivation for
meeting own health needs), maintaining contact \pithviders of health services (physician,
nurse, clinic) and using outside resources forstaste (clinics, pharmacies, hospitals).

» Consumer education for independent living- Budggtoomparative buying, installment buying,
avoiding risks, identifying illegal or excessivadrest rates, use of credit, avoiding or dealing
with debts, using checking and savings accountspaging taxes.

Communication skills:

The youth’s articulating thoughts and feelings tlylo appropriate use of such skills as speech,ngriti
and use of the telephone.

Home Management:

Making the bed and changing linens, using the vacadleaner, dusting, organizing belongings, disgpsin
of trash, cleaning all areas of the home, operatimgliances, cooking complete meals, making simple
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repairs, who to call when a major repair is needsxng aware of the need for upkeep, handling
emergencies, knowing first aid.

Situational Guidance:

Identifying and accepting strengths, developindguas of acceptance and coping with authority fgur
getting along with others, sharing responsibilinging considerate of others, developing friendships
knowing when to go home when visiting, recogniziolg modifying attitudes toward self or others,
responsible work attitudes, tolerance of verbalaisim, reactions to praise, punctuality, and attarce.

Recreation:

Participating in leisure time activities, learnihgw to spend leisure time, developing outside &y
managing time, finding recreation with little or e&pense involved, finding community projects teeta
part in, participating in social groups, participgtin sports and games, arts and crafts, and ejajirey
fine arts.

The daily schedule shall address the needs ofesidants and the use of time to enhance the ré'siden
physical, mental, emotional, and social developmertie facility shall provide supervised indoor and
outdoor recreation so that every resident maygipdie. Age appropriate equipment to promote [iaysi
development and physical fitness shall be availabdge appropriate socialization shall be provided
utilizing community resources to assist the youthtransitioning back into their community when
appropriate.

Section 5.4: Initial Assessment

When a youth enters the facility, the YRC Il shiadlgin assessing their strengths and needs within
twenty-four (24) hours and shall have a completesessment within 7 days. The assessment shall
include but not be limited to the following:

» Reasons for referral to the facility

» Evaluation or assessment covering the followinggire

physical health

family relations

academic or vocational training

community life

interpersonal interactions

daily living skills as outlined in the scope ofgees listed above
immediate service needs.

NouoprwNE

Section 5.5: Accessing Outpatient Mental Health/Swudtance Use Disorder Services

Only Outpatient Mental Health/Substance Use Disosgevices are allowed while a youth is residing in

an out of home placement (excluding PRTF placemelfitputpatient services are needed, the provider
shall coordinate assessments and services throlfd &havioral health managed care program
associates of the Prepaid Ambulatory Health PlakHf® and/or of the Prepaid Inpatient Health Plan

(PIHP). The PAHP and PIHP associates will determine the,tyfequency and duration of services

required to meet the individualized Mental Healtli§ance Use Disorder needs of each youth.

Upon admission or during the course of the yougihay, if the youth begins to exhibit behavior/needs
which cannot be addressed by the placement orghroutpatient services, the provider shall collaber
with the custodial case manager to obtain an apjatepscreen/assessment to determine the level of
services required.
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If the youth is receiving Mental Health/SubstanceDisorder services from a PAHP or PIHP associate,
including a community mental health center or irefefent practitioner, at the time of admission, the
youth may continue services by the same providerdmtain continuity of service.

Providers may employ, contract or otherwise panithr associates of the PAHP and/or PIHP to provide
Outpatient Mental Health/Substance Use Disordefices to youth residing at the program.

Providers shall not prohibit the youth’s ability tequest or receive services from any willing pdevi
who are authorized associates of the PAHP or PIHP.

Section 5.6: Program Plan

Each youth residing in a residential facility mustve a program plan that is based on a thorough
assessment. Assessment documents must be indluded case record. The program plan shall be
established by the end of 14 days from admissiahshall address the identified needs in the emaljon
physical, educational, social, familial, and whappropriate independent living skill domains. Yout
may not have identified needs in every domainolfriote that no needs were identified. Programsplan
should be updated when new needs are identifi@ehen program goals are met. Program plans should
be thoroughly reviewed and revisions made at tise caview conferences within 30 days of admission
and each 30 days thereafter. Information obtaimenh fthe youth, parent, guardian, and custodial case
manger shall be considered in the report.

The program plan shall include individualized seegi to match the youth’s identified needs in the
following areas:
* Long term goals in the areas of physical healthjilfarelations, daily living skills, academic
and/or vocational skills, interpersonal relaticausg emotional/psychological health.
» Short term goals which will help a youth eventuatach his/her long term goals in each of the
above areas.
e Services to meet independent living goals.
» Specific plans for reaching the short-term goatduiding services to be provided and frequency.
» Estimated time for reaching short term goals.
» The youth’s signature on the plan indicating that youth has participated in the development of
the program plan.

Section 5.7: Discharge/Aftercare Plan

Discharge planning shall begin upon admission efybuth to the facility At a minimum, the resident,
the resident’s parents or guardian, and the plaagggcy should be involved in planning the dischaiy
a resident from the facility. The discharge plad arodifications to it should be noted in the calee f

A discharge summary shall be completed at the tihé¢he youth’s discharge. This shall include
delineation of after-care plans and goals whichytheth have reached. Written recommendations for
aftercare shall be made and should specify thermaftequency, and duration or services the fgcilit
recommends for the youth. The plan shall also ah@ru who the responsible parties are for aftercare
services.

Section 5.8: Case Coordination
The YRC II's case coordinator has the responsjbitit coordinating the youth’s program and progress

with school, employer, family, and other approgriabmmunity resources. The Case Coordinator will
maintain a resource base of services to addreswtds identified in Individual Program Plans.
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Section 5.9: Home Visits

When home visits are a part of the program plagretishall be pre and post home visit contacts egtwe
the youth, their family, and facility program staéfgarding the home visit including written pre gubt
documentation on the home visit. Because the goplacement is to return the youth to a family-like
setting, it is important that home visits be caltgfyplanned and executed in the best interests of
permanency planning for the youth. All home vigitsll be arranged through coordination with the
child’s custodial case manager.

Section 6: Resident’'s Rights

The staff of the facility shall allow privacy fomeh youth. The facility’'s space and furnishingalshe
designed and planned with respect for the residerght to privacy. The facility's design shalkal
provide supervision according to the ages and nekttie residents. Each resident shall have & quéa
where they can withdraw from the group when appabgr

Contacts between the resident and their parentsfigmashall be allowed while the resident is inecar
unless the rights of the parents have been terednby court order or family contact is not in the
resident’s best interest. The frequency of conshetl be determined by the needs of the residedt a
his/her family or guardians per program plan rezpmients.

The facility shall have clearly written policiesgerding visits, gifts, mail, E-mail and telephone
(including cell phone) calls between the residerd their family, or guardian. These policies skl
made known to the resident and his/her family/giaardt or prior to admission.

Residents shall be allowed to send and receive aml have telephone conversations with family
members/guardians unless it is not in the bestastef the youth, the safety and security of fggibr if
a court order necessitates restrictions.

If restrictions on communications or visits are essary these shall be documented in the youthsagog
plan and reviewed at the 30-day case reviews. ydgh's custodial case manager must be notified of
any new restrictions to communications or visitatiomplemented by the facility prior to its
implementation.

A resident shall be allowed to bring personal pssieas to the facility and may acquire other paseas

in accordance with the policies of the facilityidPrto admission, information shall be made avaddab
the youth and their parents/guardians concerningt whssessions a youth may bring to the facility an
the kinds of gifts they may receive. Possessiafisgch a youth cannot have or receive at the facilit
shall be specified in writing and distributed te touth and their parents/guardians.

Discipline at the facility shall be consistent amat be physically or emotionally damaging. Youtlalsh
not be subjected to cruel, severe, unusual, oragssary punishment. Youth shall not be subjeaied t
remarks that belittle or ridicule them or their fies. Residents shall not be denied food, mailisits
with their families as punishment. Seclusion shall be utilized as a disciplinary measure. Om&ffs
members shall discipline residents.

Section 7: Special Circumstances Affecting Youtim Residential Placement

Section 7.1: Time Out

A procedure used to assist the individual to regamotional control by removing the individual frdns
or her immediate environment and restricting thiivilual to a quiet area or unlocked quiet room.
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Application of time out:
1. Aresident in time out must never be physicallyprdged from leaving the time out area.
2. Time out may take place away from the area of #gtor from other residents.
3. Staff must monitor the resident while he or shia &me out.

Section 7.2: Emergency safety intervention

An emergency safety intervention must be perfornmedda manner that is safe, proportionate, and
appropriate to the severity of the behavior, ardrgsident's chronological and developmental dge, s
gender physical, medical, psychiatric conditiord parsonal history.

The use of emergency safety interventions must déxdomned only through the use of nationally
recognized restraint procedures applicable togbfulation designed to prevent a resident from fraym
self or others by exerting external control oveygibal movement.

Physical restraint is the application of physiaaicé without any mechanical device, for the purpaise
restricting the free movement of a resident's bodhysical restraint should be used only as last
resort after all verbal de-escalation techniques ha failed and when the resident is at-risk of
harming themselves or others.

Mechanical restraint is the use of mechanical aesvio restrict the free movement of the residdray,
most often for purposes of preventing self-desivadbehavior. Mechanical restraints are not allowed
in YRC Il residential facilities.

Each facility must have a written restraint polenyd all staff must be trained to provide safe ptalsi
restraints in the event of an emergency safetyvatgion. Staff must be trained in authorized, lwel
recognized training programs for managing aggresbahavior. Staff training records must be kept as
part of the staff member’s personnel file and mhstmade available upon request. At the time of
admission to a facility, the resident and parerafdian must be oriented to the restraint policiethe
facility and must sign a written acknowledgmenthis orientation. This written acknowledgment $hal
be kept in the client’s case record.

Section 7.3: Reporting Abuse/Neglect

Physical Abuse means the infliction of physicalrham a child or the causation of a child's detation,
or the likelihood of harm or deterioratioh.A.R. 30-46-10

Sexual Abuse means any contact or interaction avithild in which the child is being used for thessd
stimulation of the perpetrator, the child, or amotlperson. Sexual abuse shall include allowing,
permitting, or encouraging a child to engage institation or to be photographed, filmed, or depicie
obscene or pornographic material. Contact soletyvéen children shall meet the criteria only if the
contact also involves force, intimidation, diffecenin maturity, or coerciorK.A.R. 30-46-10

Mental or Emotional Abuse means the infliction cémtal or emotional harm to a child or the causation
of a child's deterioration. This term may incluldat shall not be limited to, maltreatment or eipaliion
of a child to the extent the child's health is ljki® be harmed.

This term may include the following:

1. terrorizing a child, by creating a climate of fearengaging in violent or threatening behavior
toward the child or toward others in the child'sgence that demonstrates a flagrant disregard for
the child;

2. emotionally abandoning a child, by being psychatally unavailable to the child, demonstrating
no attachment to the child, or failing to providkeguate nurturance of the child;
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3. corrupting a child, by teaching or rewarding théddccFor unlawful, antisocial, or sexually mature
behaviors.K.A.R. 30-46-10

Neglect means any act or omission by a parent,dgauaor person responsible for the care of a child
resulting in harm to a child or presenting a liketbd of harm and the acts or omissions are nosdlgty

to the lack of financial means of a child's pammnother custodian. Neglect may include but, shailbe
limited to:

1. failure to provide the child with food, clothing; shelter necessary to sustain the life or hedlth o
the child;

2. failure to provide adequate supervision of a cluidto remove a child from a situation that
requires judgment or actions beyond the child'sll@f maturity, physical condition, or mental
abilities and that result in bodily injury or thikdlihood of harm to the child; or

3. failure to use resources available to treat a disgd medical condition if the treatment will make
the child substantially more comfortable, reducénpend suffering, correct or substantially
diminish a crippling condition, or prevent the caimh from worsening. A parent legitimately
practicing religious beliefs who does not provigedfied medical treatment for a child because
of religious beliefs shall not for that reason besidered a negligent parekitS.A. 38-2202(t)

Section 7.4: Mandated Reporters

Mandated reporters must report all witnessed goextted abuse/neglect to SRS through the SRS Kansas
Abuse/Neglect Hotline.

K.S.A. 38-2223states that when any of the following personsrbason to suspect that a child has been
harmed as a result of physical, mental or emotiatalse or neglect or sexual abuse, the person shall
report the matter promptly:

A. The following persons providing medical care oratment: Persons licensed to practice the
healing arts, dentistry and optometry; persons g@egjain postgraduate training programs
approved by the state board of healing arts; legnmofessional or practical nurses; and chief
administrative officers of medical care facilities;

B. the following persons licensed by the state to ig®vmental health services: Licensed
psychologists, licensed masters level psycholaogigtsnsed clinical psychotherapists, licensed
social workers, licensed marriage and family thestap licensed clinical marriage and family
therapists, licensed professional counselors, diegnclinical professional counselors and
registered alcohol and drug abuse counselors;

C. teachers, school administrators or other emplogéas educational institution which the child is
attending and persons licensed by the secretaimgaith and environment to provide child care
services or the employees of persons so licens#tegtlace where the child care services are
being provided to the child; and

D. firefighters, emergency medical services persoraal,enforcement officers, juvenile intake and
assessment workers, court services officers andmemnity corrections officers, case managers
appointed undei.S.A. 23-1001et seq., and amendments thereto, and mediatoosnégg under
K.S.A. 23-602 and amendments thereto.

Abuse/neglect reported or witnessed in any YRCuttibe immediately reported to the youth’s custodia
case manager and SRS through the SRS Kansas AlkgetN Hotline (1-800-922-5330). The
Abuse/Neglect Hotline number must be posted inamprent place in the facility. Any employee of the
facility who witnesses or hears about the abuséoegf a resident within that facility is to natithe
Director of the facility immediately, except in easwhere the alleged perpetrator is the facilityeEtor.
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The facility Director is responsible to see tdhiat all cases of abuse/neglect are reported to #mehare
passed on to the resident’s custodial case maregkeor SRS through the SRS Kansas Abuse/Neglect
Hotline. At no time shall the administration of eogram in which abuse/neglect has allegedly ocdurre
interfere or otherwise attempt to alter the repdran abuse/neglect claim made by an employeeadf th
facility.

Section 8: Critical Incident

A Critical Incident is an occurrence that requities provider to make a response that is not aghdhe
program’s ordinary daily routine.

Section 8.1: Critical Incident Reporting

Critical incidents are to be reported to the yositbustodial case manager and the youth’s parent or
guardian when appropriate.

"Each facility shall develop an internal process dbtaining on-call/emergency contact information f
all custodial case managers in the event of anganey or critical incident.”

The following critical incidents should be verballgported immediately with a written report to the
custodial case manager within 24 hours of the eypl#ase refer to the following definitions for
clarification):

» Attempted suicide The attempt to intentionally kill oneself and tatempt caused injury or
could have resulted in serious injury or deathoif detected.

» Suicide Intentionally killing oneself.

» Homicide: The killing of one person by another.

» Other death: Accidental death or death from natural causegath.

» Assault/Battery: Verbally creating fear of bodily harm and/or tteusing bodily harm against
another person.

» Sexual misconduct Any sexual conduct between youth or between yauith staff/volunteers.
Sexual conduct includes the intentional touchingaabther person’s intimate parts, or the
clothing covering the immediate area of the intinparts, committed with sexual or aggressive
intent.

» Alleged maltreatment of youth Any act or situation of abuse and/or neglectdeined by
K.A.R. 30-46-10

» Serious youth injury/illness Any youth iliness that requires the youth to hspitalized or
receive significant medical treatment. Significargdical treatment is treatment that could not be
handled by a trained health care person outsitteedfiospital or clinical setting.

» Serious infectious diseaséDiseases such as, but not limited to TB, HegafitB/C, or a serious
sexually transmitted disease as tracked by theeCé&mt Disease Control (CDC). This only needs
to be reported if there is a threat of transmissibine disease to staff or other youth.

» Riot/Hostage situation Any disturbance by three or more youth that sl disturbs the
operation of a facility, jeopardizes the controbofarea, threatens violence against or destruction
of property, or results in significant property dage or personal injury to youth or staff.
Includes any hostage situation.

» Natural disaster. Acts of nature which cause personal injury tdfstmd/or youth or which
causes structural damage to the physical strubtueing youth.

« AWOL: A youth’s departure from a placement or supeoviswithout lawful authority, as
defined byK.S.A. 75-712f This also includes youth while on a supervisedgofunds setting
(i.e. transports, hospital, and medical visits)ep®&ted verbally to law enforcement and the
custodial case manager immediately with a writegrort to the custodial case manager within 24
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hours of the event. An immediate verbal notificatie to be made to law enforcement and to the
custodial case manager when the youth returnslocasged.

» Other: Any action or situation which would require a pesse by law enforcement, the fire
department, an ambulance or another emergencymespgmovider. Incidents in this category
would also include any incident not reported in thro category and have the potential for
significant media coverage.

If the critical incident involves abuse or neglettie facility must also follow mandated reporting
requirements.

All facilities must have procedures for reportingtical incidents to administrative staff and rediog
critical incidents in the resident files. An adisimative file of critical incidents must be kept facility.

An administrative file shall be kept by the fagildocumenting critical incidents that is separabenfthe
documentation in the youth's file.

Section 9: Staff In-Service Training

Each facility must have an in-service orientati@ifting progranfor new employees, which is especially
directed toward the initial training needs of stafbrking directly with residents. Documentation of
completion of orientation training must be kepttive staff member’s personnel file. The in-service
orientation program shall provide written documéotathat all staff are oriented to the following:

Facility policy and procedures manual

Facility emergency and evacuation procedures
Emergency safety interventions (including managdnoéraggressive or suicidal behavior and
orientation to the facility’s restraint policiescaprocedures)
The handling of blood borne pathogens

Facility discipline standards

Abuse/neglect mandatory reporting laws

Client record documentation policies and procedures
Policies and procedures for resident medicationagament
Resident rights

Confidentiality laws

Training in CPR/First Aid within 3 months of emplognt
De-escalation techniques

oOw>
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Each facility shall also have a written annual fstafservice training plarwhich addresses the annual
training needs of all staff having direct contadgthwesidents. This annual training is beyond ror i
addition to the initial 32-hour orientation traigimprogram. All YRC Il direct care staff shall hase
minimum of forty (40) documented clock hours ofsiervice training per year. Documentation shall be
provided in each staff member’s personnel recoliddude content, amount of time, trainer, andhas/
gualifications. Topics shall include but not bmitied to:

CPR and First Aid

Blood borne pathogens

Medications

Emergency safety interventions

Substance use disorder patterns

Childhood and adolescent development (includingetigomental disorders)

Childhood and adolescent psycho-pathology (inclyidinch topics as effects of abuse/neglect,
reactive attachment disorders, separation anxistrders, ADHD)

Childhood and adolescent sexuality issues, espetia effects of early sexual abuse

EMMOO®»

I

JJA Provider Handbook (Revised 6/24/2011) 72



Return to
Table of Contents

I. De-escalation techniques

Section 10: Record Keeping Requirements for thedeility

The record keeping requirements WfA.R. 28-4-272shall be met by the facility. In addition, the
following shall be kept by the facility.

Record Retention:Case records, including medical records, shall Gmtained for 6 years from the date
of the youth’s discharge or until completion of @mgoing audit and production of a final audit répo
whichever is longer.

Chart Documentation: A dated record of daily observations and significaecurrences involving each
youth shall be maintained. The record shall ineledents, which may affect the well-being of thatio
The record shall be available for review. Eactorephall include the date and time of occurretice,
staff member and/or youth involved, the naturehefihcident and the circumstances surrounding it.

Weekly Progress NotesNotes shall be completed by the case coordinatbrstaff providing services.
These notes must be entered into the youth’s creflgcting the delivery of services according e t
program plan. This documentation must addresydhéh’s responses to interventions and the progress
of the youth on individualized goals and objectivd$e note should include any significant eveht t
occurred during the week and should also summaoméacts with family members and other involved
agencies. If any unmet needs are identified, tie must reflect the actions to be taken to retviseplan

for the youth to meet that need.

Health Records:Health Care and Records of residents must meeetherements oK. A.R. 28-4-275

Progress Reports: Thirty-day progress reports shall document progm@ssspecific short-term goals,
describe significant revisions in goals and stria®gand specify any new program goals and stegegi
during the period covered. The 30-day progressrtgpshall summarize progress and note changes
regarding long-term placement and program goalsshatl be provided to the referring agency.

Permanency Planning:Includes the evaluation and design of an approackhé youth and family that
focuses on opportunities for the youth to have orggactive and meaningful connections with family,
kin, relatives, and the community. The goal fohiaging permanency shall be coordinated with the
youth’s custodial case manager and be includedarptogram plan to be reviewed every 30 days. The
permanency plan shall include strategies and taskscomplish the youth’s goals. Behaviors which
place the youth at risk for disruption, activities prepare the youth’s family or kinship network fo
reunification, identification of other less restiie living environments and preparing the youth fo
transition to these settings shall be addressed.
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EMERGENCY SHELTER STANDARDS

Section 1: General Program Description and Requaments

An Emergency Shelter provides twenty-four hour daet meets the requirementstofA.R. 28-4-268-
280, It has been licensed by KDHE as a Group Boardiogne or Residential Center to cover the
programming the facility will provide for the pogtions of children/youth whom the facility will sex.

Section 1.1: Services Provided in an Emergency &ter

The purpose of placement in an Emergency Shelter énsure the youth has a short-term safe place to
stay until a long-term placement for the youth barfound.

The range of services to be delivered by the Emmesg&helter shall be documented in the facilities
program description. The general program desoripgipproved by SRS Children and Family Services
and/or JJA for each facility shall include but rm limited to the goals of the program, resident
behavioral treatment system, job descriptions (msibilities, functions, and qualifications), padis and
procedures, daily living activities, health sergiceecreation activities, and visitation policies.

Section 1.2: Short Term Placement in an Emergencghelter

Youth shall not be placed in an emergency shettemire than 30 days unless an extension is apgrove
for a circumstance as indicated below:

» Extensions may only be requested by the referrgeney. Extension requests for youth in JJA
custody are made by the community supervision effto JJA central office. Extension requests
and decisions for youth in SRS custody are mandgethe child welfare case management
provider.

» Extensions to the 30 day emergency shelter staly omily be considered in the following
circumstances:

o If ayouth is placed in an Emergency Shelter ingame school district from which they
were previously attending and no alternative plaar@nis available in the district. If the
youth will be finishing the school term within 6@ys of admission to the Emergency
Shelter and movement of the youth would resulb&loss of school credit.

0 The youth is awaiting an identified placement, vihidll be available within 45 days of
admission to the Emergency Shelter.

o0 A circumstance of substantially the same naturgbase and the referring agency feels it
is in the best interest of the child or youth tquest an extension.

Section 2: General Staffing Requirements

Twenty-four hour care which has been licensed byHEDK.A.R. 28-4-268-28) as a group boarding
home or residential center to cover the programnthrey facility will provide to the population of
children/youth whom the facility will serve.

» The administrator of a residential center shallehavBachelor's degree, prior administrative
experience and a working knowledge of child develept principles.

e The administrator of a group boarding home shallehat least a high school diploma, or its
equivalent, prior administrative experience and @king knowledge of child development
principles.

e Program plan development, review, and case supanviare carried out by the Emergency
Shelter provider.

» Child care staff shall be at least 21 years of hgee at least a high school diploma or equalivent
and shall practice accepted methods of child c&®ff must be trained to effectively meet the
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special needs of youth who require this level aea@nd must have completed 24 hours of in-
service training provided by the facility beforeyhcan function independently.

» The facility must be staffed appropriately to miwet needs of all the residents in their care. The
staff ratio is 1.7 during waking hours and 1:10idgrsleeping hours. To insure child safety, the
Emergency Shelter facility will have awake stafft#urs a day.

Section 3: Criteria for the Youth’'s Admission

Population Served:

Population served is children and youth, ages tirin 22, who:
* Need safety and a short term placement until a rappgopriate stable placement can be found
for the child/youth.
 Emergency Shelter facilities may also serve thdsédren and youth in Police Protective
Custody.

Emergency Shelters are unique in their abilitydoegt youth who present a wide range of behavandl
health needs. Emergency Shelter's must also bqualyi trained to deal with youth in trauma.
Emergency Shelters are staffed and administeresgiriee all youth from the state agencies with whom
they have Provider Agreements and who arrive at thaor for services. Placements of youth should
only be denied in the most extreme circumstanchenwthe youth's safety or the safety of other iesisl

in the Emergency Shelter cannot be assured.

Section 3.1: Placement Agreement

A Placement Agreementust be completed between the provider and therimfeagency. A copy of the
Placement Agreement must be kept in the youtteésdtilthe facility.

Section 4: Resident Lodging

In order to support the daily management and aditnation of residents, each residential provideilsh
develop an objective procedure regarding the phls$iousing of juvenile offenders. Youth placed in a
residential setting shall be assigned to a roonedagon various factors, as identified by risk/rseed
assessment(s) in addition to other indicators.tdfa¢o consider in assigning rooms shall inclug are
not limited to):

» Risk to recidivate (as determined by evidence-baiskchssessments)

» Suicidal tendencies

» Level of specialized needs (i.e. mental health,ioadetc.)

» Sex offender status

» Gender

» Age and/or maturity level

» Program needs (substance use disorder, cognithevlmgal, independent living, etc.)
* Vulnerability to being victimized by others (i.ehysical stature)

While each youth will have an individualized pragraplan, assigning rooms based upon
risk/need/responsivity factors will allow for a eaf more secure environment, as well as efficient a
effective management of the living units.

Section 5: Residential Care Program
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Section 5.1: Residential Care System

Emergency Shelter's shall have a written programcarfisistent rules and regulations guiding and
governing the daily behavior of the youth under tfage of the program. The behavior management
system should include a description of daily genevatines of the program. The system of rules,
rewards, and consequences for given behaviors gheuidentified. The overarching goals shouldde t

not only help the youth adjust to the residengallity but also to daily life within society.

Each youth shall be oriented to the Emergency 8telbehavior management system by a staff member
during the admission or orientation process. Timeigency Shelter facility should also post the bighta
management system in a common area where youthbdeeto easily access the system or the youth
should be given a written copy of the system to asea reference. The system should include rules
governing interpersonal interactions with staff grekrs, facility leave policies, school attendaand
behavior while at school, verbal and physical aggjmn, allowable possessions, awakening and bedtime
hours, leisure hours, visitation policies, AWOLeatipts, involvement in recreation and other acésiti
self-destructive behaviors, sexuality, communic®ionith family and others outside the program,
religious worship, involvement in therapies, thefipperty destruction, behaviors resulting in maoda
removal from the program, and behaviors at thenaragvhich could result in legal prosecution.

Section 5.2: Education Requirement

All facilities shall have an education agreementhwa school district certified by the state boafd o
education. The facility shall ensure routine comivations between the staff and any educational
program in which the youth is placed. This mayude requesting and participating in the developmen
of an Individual Education Plan for each residehew appropriate. These contacts shall be notétkin
youth’s case record.

Section 5.3: Scope of Services

The provider shall write a policy and procedure uanfor the operation of the Emergency Shelter
facility that will be reviewed and approved by SRBildren and Family Services and the Juvenile desti
Authority. It will provide a program for youth inhé facility that covers the following program
components:

Daily Living Services- Daily living services shall be provided and indé the following:

* Room, board, child care, personal spending momeay/sahool fees.

» Transportation to appointments within a 60-mileiwadincluding to and from school, medical
care, recreation, etc.

» Academic activities - assistance with schoolworngational training, and/or G.E.D. training.

Situational Training- to include but not limited to:

e Personal Hygiene - Teaching about body cleanlinesg of deodorants and cosmetics,
appropriate clothing, choosing clothing to fit imidiual and occasion, and keeping clothes neat
and clean.

» Health - Identifying and understanding residengslth needs; securing and utilizing necessary
medical treatment including preventive and healdintenance services; gaining information and
education in health maintenance (including prewentneasures, nutrition, menstruation, rest,
cleanliness, family planning, drugs, sexually traitted diseases, exercise, and motivation for
meeting own health needs), maintaining contact \pithviders of health services (physician,
nurse, clinic) and using outside resources foristmste (clinics, pharmacies, hospitals).
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» Consumer education for independent living- Budggtoomparative buying, installment buying,
avoiding risks, identifying illegal or excessivedrest rates, use of credit, avoiding or dealing
with debts, using checking and savings accountspaging taxes.

Communication skills:

The youth’s articulating thoughts and feelings tigto appropriate use of such skills as speech,ingrit
and use of the telephone.

Home Management:

Making the bed and changing linens, using the varcaleaner, dusting, organizing belongings, disgpsin
of trash, cleaning all areas of the home, operatimgliances, cooking complete meals, making simple
repairs, who to call when a major repair is needsxing aware of the need for upkeep, handling
emergencies, knowing first aid.

Situational Guidance:

Identifying and accepting strengths, developindguas of acceptance and coping with authority fgur
getting along with others, sharing responsibilinging considerate of others, developing friendships
knowing when to go home when visiting, recogniziolg modifying attitudes toward self or others,
responsible work attitudes, tolerance of verbdiaisim, reactions to praise, punctuality, and atterce.

Recreation:

Participating in leisure time activities, learnihgw to spend leisure time, developing outside &y
managing time, finding recreation with little or empense involved, finding community projects tketa
part in, participating in social groups, participgtin sports and games, arts and crafts, and eipirey
fine arts.

The daily schedule shall address the needs ofesidants and the use of time to enhance the ré'siden
physical, mental, emotional, and social developmertie facility shall provide supervised indoor and
outdoor recreation so that every resident maygipaie. Age appropriate equipment to promote [@aysi
development and physical fitness shall be availabdge appropriate socialization shall be provided
utilizing community resources to assist the youthtriansitioning back into their community when
appropriate.

Section 5.4: Initial Assessment

When a child or youth enters the facility, staff lwimmediately begin assessment including
documentation. The assessment shall include bubendimited to the following considerations and/or
tasks:

Reasons for referral to the facility

Family relations

Academic or vocational training

Community life

Interpersonal interactions

Daily living skills

Immediate treatment needs

Physical health

Placement needs of the youth must be assessedegitid to most appropriate next placement
10 Involvement or exposure to substance use disorders
11. Involvement or exposure to other trauma

©CoNoh~wWNE
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12. Assessment of youth’s self-injuring or suicidakatpts
Section 5.5: Accessing Outpatient Mental Health/Sistance Use Disorder Services

Only Outpatient Mental Health/Substance Use Disosgevices are allowed while a youth is residing in

an out of home placement (excluding PRTF placemelfitputpatient services are needed, the provider
shall coordinate assessments and services throlRfd &havioral health managed care program
associates of the Prepaid Ambulatory Health PlakHf® and/or of the Prepaid Inpatient Health Plan
(PIHP). The PAHP and PIHP associates will determine the,tyfequency and duration of services

required to meet the individualized Mental Healtli§ance Use Disorder needs of each youth.

Upon admission or during the course of the yougihay, if the youth begins to exhibit behavior/needs
which cannot be addressed by the placement orghroutpatient services, the provider shall collaber
with the custodial case manager to obtain an apjatepscreen/assessment to determine the level of
services required.

If the youth is receiving Mental Health/SubstanceDisorder services from a PAHP or PIHP associate,
including a community mental health center or irefefent practitioner, at the time of admission, the
youth may continue services by the same providerdimtain continuity of service.

Providers may employ, contract or otherwise partvigr associates of the PAHP and/or PIHP to provide
Outpatient Mental Health/Substance Use Disordefices to youth residing at the program.

Providers shall not prohibit the youth’s ability tequest or receive services from any willing pdevi
who are authorized associates of the PAHP or PIHP.

Section 5.6: Program Plan

Program plan development, review, and case sujp@mviare carried out by the Emergency Shelter
provider. Progress reports shall be completed el ryays from admission.

The program plan shall include:

» Short-term goals that will help a youth eventyadlach stability in the next placement

» Specific plans for reaching the short-term gaattuding services to be provided and frequency

» Estimated time for reaching short-term goals

» The youth’s signature and signature of all pgréints indicating that they have participated m th
development of the program plan

Section 5.7: Discharge/Aftercare Plan

Discharge planning shall begin upon admission efybuth to the facility. At a minimum, the resitien
the resident’s parents or guardian, and the plaag@gncy should be involved in planning the discharg

a resident from the facility. A discharge summarglsbe completed at the time of the youth’s disgha
and forwarded to the case management agency.

Section 5.8: Case Coordination

Case Coordination and case supervision are caytiedy the Emergency Shelter provider.

Section 5.9: Home Visits

When home visits are a part of the program plagretishall be pre and post home visit contacts egtwe
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the youth, their family, and facility program staéfgarding the home visit including pre and posttem
documentation on the home visit. Because the gbplacement is to return the youth to a familelik
setting, it is important that home visits be caltgfyplanned and executed in the best interests of
permanency planning for the youth. All home vigtsll be arranged through coordination with the
child’s custodial case manager.

Section 6: Resident's Rights

The staff of the facility shall allow privacy foaeh youth. The facility’s space and furnishingallshe
designed and planned with respect for the residetrght to privacy. The facility's design shalkal
provide supervision according to the ages and nekitie residents. Each resident shall have & quéa
where they can withdraw from the group when appab@r

Contacts between the resident and their parentslfigmashall be allowed while the resident is inecar
unless the rights of the parents have been terednby court order or family contact is not in the
resident’s best interest. The frequency of conshell be determined by the needs of the residedt a
his/her family or guardians per program plan regmients.

The facility shall have clearly written policiesgerding visits, gifts, mail, E-mail and telephone
(including cell phone) calls between the residamd their family, or guardian. These policies shol
made known to the resident and his/her family/giaarcht or prior to admission. Residents shall be
allowed to send and receive mail and have teleprommwersations with family members/guardians
unless it is not in the best interest of the yotiltie, safety and security of facility, or if a coander
necessitates restrictions.

If restrictions on communications or visits are emsary these shall be documented in the youths file
The youth’s custodial case manager must be notifiedny new restrictions to communications or
visitation implemented by the facility prior to mplementation.

A resident shall be allowed to bring personal pssieas to the facility and may acquire other paseas

in accordance with the policies of the facilityidPrto admission, information shall be made avaddab
the youth and their parents/guardians concerningt whssessions a youth may bring to the faciliy an
the kinds of gifts they may receive. Possessiafich a youth cannot have or receive at the fagilit
shall be specified in writing and distributed te outh and their parents/guardians.

Discipline at the facility shall be consistent amat be physically or emotionally damaging. Youtlalsh
not be subjected to cruel, severe, unusual, oragssary punishment. Youth shall not be subjeaied t
remarks that belittle or ridicule them or their faes. Residents shall not be denied food, mailisits
with their families as punishment. Seclusion shall be utilized as a disciplinary measure. Om&ffs
members shall discipline residents.

Section 7: Special Circumstances Affecting youtim Emergency Shelter Placement

Section 7.1: Time Out

A procedure used to assist the individual to regamotional control by removing the individual frdns
or her immediate environment and restricting thiviual to a quiet area or unlocked quiet room.

Application of time out:
1. Aresident in time out must never be physicallyprdged from leaving the time out area.
2. Time out may take place away from the area of agtor from other residents.
3. Staff must monitor the resident while he or shia me out.
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Section 7.2: Emergency safety intervention

An emergency safety intervention must be perforrmeca manner that is safe, proportionate, and
appropriate to the severity of the behavior, amdrsident's chronological and developmental dge, s
gender, physical, medical, psychiatric conditiamj @ersonal history.

The use of emergency safety interventions must déxdomned only through the use of nationally
recognized restraint procedures applicable togbulation designed to prevent a resident from ragm
self or others by exerting external control oveygital movement.

Physical restraint is the application of physiaaicé without any mechanical device, for the purpaise
restricting the free movement of a resident’s boéhysical restraint should be used only as a last
resort after all verbal de-escalation techniques hae failed and when the resident is at-risk of
harming themselves or others.

Mechanical restraint is the use of mechanical aesvio restrict the free movement of the residdray,
most often for purposes of preventing self-desivadbehavior. Mechanical restraints are not allowed
in Emergency Shelter residential facilities.

Each facility must have a written restraint polenyd all staff must be trained to provide safe ptalsi
restraints in the event of an emergency safetyvatgion. Staff must be trained in authorized, lwel
recognized training programs for managing aggresbiahavior. Staff training records must be kept as
part of the staff member’s personnel file and mastmade available upon request. At the time of
admission to a facility, the resident and parerafdian must be oriented to the restraint policiethe
facility and must sign a written acknowledgmenthis orientation. This written acknowledgment $hal
be kept in the client’s case record.

Section 7.3: Reporting Abuse/Neglect

Physical Abuse means the infliction of physicalrham a child or the causation of a child's detation,
or the likelihood of harm or deterioratioh.A.R. 30-46-10

Sexual Abuse means any contact or interaction avithild in which the child is being used for thessd
stimulation of the perpetrator, the child, or amotlperson. Sexual abuse shall include allowing,
permitting, or encouraging a child to engage inspitation or to be photographed, filmed, or depidi®
obscene or pornographic material. Contact soletyéen children shall meet the criteria only if the
contact also involves force, intimidation, diffecenin maturity, or coerciorK.A.R. 30-46-10

Mental or Emotional Abuse means the infliction aémtal or emotional harm to a child or the causation
of a child's deterioration. This term may inclutdat shall not be limited to, maltreatment or eigliion
of a child to the extent the child's health is ljki® be harmed.

This term may include the following:

1. terrorizing a child, by creating a climate of fearengaging in violent or threatening behavior
toward the child or toward others in the child'egence that demonstrates a flagrant disregard for
the child;

2. emotionally abandoning a child, by being psychatatly unavailable to the child, demonstrating
no attachment to the child, or failing to providkguate nurturance of the child;

3. corrupting a child, by teaching or rewarding thédcFor unlawful, antisocial, or sexually mature
behaviors.K.A.R. 30-46-10

Neglect means any act or omission by a parent,dgaraor person responsible for the care of a child

resulting in harm to a child or presenting a liketbd of harm and the acts or omissions are nosdlgty
to the lack of financial means of a child's pamnbther custodian. Neglect may include but, shailbe
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limited to:
1. failure to provide the child with food, clothing; shelter necessary to sustain the life or hedlth o
the child;

2. failure to provide adequate supervision of a cluidto remove a child from a situation that
requires judgment or actions beyond the child'ell@f maturity, physical condition, or mental
abilities and that result in bodily injury or thikdlihood of harm to the child; or

3. failure to use resources available to treat a diagd medical condition if the treatment will make
the child substantially more comfortable, reducénpend suffering, correct or substantially
diminish a crippling condition, or prevent the cdimh from worsening. A parent legitimately
practicing religious beliefs who does not provigedfied medical treatment for a child because
of religious beliefs shall not for that reason besidered a negligent parekitS.A. 38-2202(t)

Section 7.4: Mandated Reporters

Mandated reporters must report all withessed quexted abuse/neglect to SRS through the SRS Kansas
Abuse/Neglect Hotline.

K.S.A. 38-2223states that when any of the following personsrbason to suspect that a child has been
harmed as a result of physical, mental or emotiatalse or neglect or sexual abuse, the person shall
report the matter promptly:

A. The following persons providing medical care oratment: Persons licensed to practice the
healing arts, dentistry and optometry; persons g@egjain postgraduate training programs
approved by the state board of healing arts; legrzofessional or practical nurses; and chief
administrative officers of medical care facilities;

B. The following persons licensed by the state to ipl®vmental health services: Licensed
psychologists, licensed masters level psychologigtsnsed clinical psychotherapists, licensed
social workers, licensed marriage and family thestap licensed clinical marriage and family
therapists, licensed professional counselors, diegnclinical professional counselors and
registered alcohol and drug abuse counselors;

C. Teachers, school administrators or other emplogéas educational institution which the child
is attending and persons licensed by the secrefdrgalth and environment to provide child care
services or the employees of persons so licens#tegblace where the child care services are
being provided to the child; and

D. Firefighters, emergency medical services persofms&lenforcement officers, juvenile intake and
assessment workers, court services officers andmemnity corrections officers, case managers
appointed undeiK.S.A. 23-1001et seq., and amendments thereto, and mediatooéndgg under
K.S.A. 23-602 and amendments thereto.

Abuse/neglect reported or witnessed in any Emesg@iwelter must be immediately reported to the
youth’s custodial case manager and SRS througtsR® Kansas Abuse/Neglect Hotline (1-800-922-
5330). The Abuse/Neglect Hotline number must betgabén a prominent place in the facility. Any
employee of the facility who witnesses or hearsualite abuse/neglect of a resident within thatlifsds

to notify the Director of the facility immediatelgxcept in cases where the alleged perpetratdreis t
facility Director. The facility Director is respeible to see to it that all cases of abuse/negieet
reported to them and are passed on to the residdemstodial case manager and SRS through the SRS
Kansas Abuse/Neglect Hotline. At no time shall éldeninistration of a program in which abuse/neglect
has allegedly occurred interfere or otherwise giteim alter the report of an abuse/neglect clairderiay

an employee of that facility.
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Section 8: Ciritical Incident

A Critical Incident is an occurrence that requities provider to make a response that is not aghdhe
program’s ordinary daily routine.

Section 8.1: Critical Incident Reporting

Critical incidents are to be reported to the yositbustodial case manager and the youth’s parent or
guardian when appropriate.

"Each facility shall develop an internal process dbtaining on-call/emergency contact information f
all custodial case managers in the event of anganey or critical incident.”

The following critical incidents should be verballgported immediately with a written report to the
custodial case manager within 24 hours of the eypl#ase refer to the following definitions for
clarification):

» Attempted suicide The attempt to intentionally kill oneself and tahiempt caused injury or
could have resulted in serious injury or deathoif shetected.

» Suicide Intentionally killing oneself.

* Homicide: The killing of one person by another.

» Other death: Accidental death or death from natural causesath.

» Assault/Battery: Verbally creating fear of bodily harm and/or tt&using bodily harm against
another person.

» Sexual misconduct Any sexual conduct between youth or between yauth staff/volunteers.
Sexual conduct includes the intentional touchingaabther person’s intimate parts, or the
clothing covering the immediate area of the intinparts, committed with sexual or aggressive
intent.

» Alleged maltreatment of youth Any act or situation of abuse and/or neglectdeined by
K.A.R. 30-46-10.

» Serious youth injury/illness Any youth illness that requires the youth to hEspitalized or
receive significant medical treatment. Significargdical treatment is treatment that could not be
handled by a trained health care person outsitteedfiospital or clinical setting.

» Serious infectious diseaseDiseases such as, but not limited to TB, Hega#itB/C, or a serious
sexually transmitted disease as tracked by theeCé&mt Disease Control (CDC). This only needs
to be reported if there is a threat of transmissibine disease to staff or other youth.

» Riot/Hostage situation Any disturbance by three or more youth that seslip disturbs the
operation of a facility, jeopardizes the controbofarea, threatens violence against or destruction
of property, or results in significant property dage or personal injury to youth or staff.
Includes any hostage situation.

» Natural disaster. Acts of nature which cause personal injury tdfstad/or youth or which
causes structural damage to the physical strubtueing youth.

e AWOL: A youth’s departure from a placement or supeoviswithout lawful authority, as
defined byK.S.A. 75-712f This also includes youth while on a supervisedgofunds setting
(i.e. transports, hospital, and medical visits)ep®&ted verbally to law enforcement and the
custodial case manager immediately with a writegort to the custodial case manager within 24
hours of the event. An immediate verbal notificatie to be made to law enforcement and to the
custodial case manager when the youth returnslocaged.

» Other: Any action or situation which would require a pesse by law enforcement, the fire
department, an ambulance or another emergencymespgmovider. Incidents in this category
would also include any incident not reported in theo category and have the potential for
significant media coverage.
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If the critical incident involves abuse or neglettie facility must also follow mandated reporting
requirements.

All facilities must have procedures for reportingtical incidents to administrative staff and rediog
critical incidents in the resident files. An adisirative file of critical incidents must be kept facility.

An administrative file shall be kept by the fagildocumenting critical incidents that is separatenfthe
documentation in the youth's file.

Section 9: Staff In-Service Training

Each facility must have an in-service orientaticirfting progranfor new employees, which is especially
directed toward the initial training needs of staffrking directly with residents. Documentation of
completion of orientation training must be kepttive staff member's personnel file. The in-service
orientation program shall provide written documéotathat all staff are oriented to the following:

Facility policy and procedures manual

Facility emergency and evacuation procedures
Emergency safety interventions (including managdnoéraggressive or suicidal behavior and
orientation to the facility’s restraint policieschprocedures)
The handling of blood borne pathogens

Facility discipline standards

Abuse/neglect mandatory reporting laws

Client record documentation policies and procedures
Policies and procedures for resident medicationagament
Resident rights

Confidentiality laws

Training in CPR/First Aid within 5 months of emplognt
De-escalation techniques

. The handling of youth in trauma

oOw>
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Each facility shall also have a written annual fstafservice training plarwhich addresses the annual
training needs of all staff having direct contadgthwesidents. This annual training is beyond ror i
addition to the initial orientation training progna All Emergency Shelter’s direct care staff stale a
minimum of twenty-four (24) documented clock howfsin-service training per year. Documentation
shall be provided in each staff member’s persorawmird to include content, amount of time, trairew
his/her qualifications. Topics shall include bot be limited to:

A. CPR and First Aid

Blood borne pathogens

Medications

Emergency safety interventions

Substance use disorder patterns

Childhood and adolescent development (includingetigomental disorders)
Childhood and adolescent psycho-pathology (inclyidinch topics as effects of abuse/neglect,
reactive attachment disorders, separation anxistrders, ADHD)

Childhood and adolescent sexuality issues, espetial effects of early sexual abuse.
De-escalation techniques

The handling of youth in trauma

OGmMmMOO®m
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Section 10: Record Keeping Requirements for thedgility

The record keeping requirements<of\.R. 28-4-272shall be met by the facility.
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Record Retention:

Case records, including medical records, shall éntained 6 years from the date of the youth’s
discharge or until completion of an on-going awatid production of a final audit report, whichever i
longer.

Health Records:
Health Care records of residents must meet théresgants oK.A.R. 28-4-275
Chart Documentation:

A dated record of daily observations and significaecurrences involving each youth shall be
maintained. The record shall include events, whity affect the well-being of the youth. The recor
shall be available for review. Each report shadlide the date and time of occurrence, the staffiber
and/or youth involved, the nature of the incidemd ¢he circumstances surrounding it.

Progress Reports:

Within the first 14 days of the youth’s admissitile Emergency Shelter shall complete a written tgpda
of the child or youth’s wellbeing and progress iagement, and a written recommendation regarding
appropriate placement options for the child or fodthis written report shall be provided to the tyosi
case manager. Progress reports shall be comgetey 14 days thereafter until the child or yowthves
emergency shelter placement. Progress reports dbellment progress on specific short-term goals,
describe significant revisions in goals and stiatgeg and specify any changes in placement
recommendation during the period covered. All pesg reports are placed in the child or youthés fil

Permanency Planning:

Includes the evaluation and design of an approacthé youth and family that focuses on opportesiti
for the youth to have ongoing active and meaningfuinections with family, kin, relatives, and the
community. The goal for achieving permanency shallcoordinated with the youth’s custodial case
manager. The permanency plan shall include siestegnd tasks to accomplish the youth’s goals.
Behaviors which place the youth at risk for disiapt activities to prepare the youth’s family onghip
network for reunification, identification of othégss restrictive living environments and preparihg
youth for transition to these settings shall berassed.
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RESIDENTIAL MATERNITY CARE STANDARDS

Section 1: General Program Description and Requiremnts

A Residential Maternity Care (RMC) facility is a-Béur group home or residential facility that metats
requirements oK. A.R. 28-4-268-280 It is non-secure residential services whose pynparpose is
devoted to the maintenance and counseling of pregpauth who need services related to their
pregnancy, and planning and care for the unboid tiough labor, delivery and postnatal care. RMC’
providing care for pregnant youth must meet thaiireqnents ofK.A.R. 28-4-279 RMC’s providing
care for post-partum youth and infants must mestdlquirements df.A.R. 28-4-280

Section 1.1: Services Provided in Residential Matnity Care

The range of services to be delivered by the RMfllifiato meet the variety of individual needs bkt
residents shall be clearly defined. The Generabfm description approved by SRS Children and
Family Services or JJA for each facility shall i but not be limited to the goals of the program,
resident behavioral treatment system, job desoripti(responsibilities, functions, and qualificaghn
policies and procedures, daily living activitiegalth services including pre and post natal caargming
education, recreation activities, and visitatiofigies.

Section 2: General Staffing Requiremients

Twenty-four hour care which has been licensed bHEOK.A.R. 28-4-268-28) as a residential center
to cover the programming the facility will provide the population of children/youth whom the fawili
will serve. RMC’s providing care for pregnant youttust meet the requirements fA.R. 28-4-279
RMC'’s providing care for post-partum youth and imteamust meet the requirements<of.R. 28-4-280

» Program plan development, review, and case supemvége carried out by the RMC’s Case
Coordinator. The youth to case coordinator rati@ iRMC is 1:16. The Case Coordinator shall
have at least a bachelor's degree in one of theahuservice fields (social work, psychology,
human development and family life, criminal justiceunseling), nursing, or education. Facility
staff must be trained to effectively meet the splenéeds of youth who require this level of care.

» Facility child care staff shall be at least 21 geaf age with a minimum of three years age
difference between the child care worker and oldesiient who can be admitted to the facility.
Child care staff must have completed 32 hours edeirvice training provided by the facility
before they can function independently.

e There shall be 24-hour awake staff to insure c$aligety if licensed as a residential center.

Section 3: Criteria for the Youth’s Admission

Population Served:

» Population served is pregnant or post-partum mstteu age 22, who:

o Display a need for more structure and supervidiam fprovided in a family foster home
due to behaviors which might include difficulty tvitwthority figures, minor offenses,
and difficulty in school.

o And child who is not a recipient of TAF.

o RMC facilities may also serve those children andtlyon Police Protective Custody.

* Youth awaiting a PRTF screen may reside in a RMii thre time of the screen.

» If ayouth is in a RMC awaiting a screen the screeist be completed within 14 days, but should
be completed as soon as possible. If the youtlessrimto a PRTF they can stay up to 14 days
while awaiting a PRTF bed.

* No more than 50 percent of the youth in a RMC fgcihay have screened into a PRTF and be in
the 14 day waiting period for a PRTF placement.
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* Youth may step down to a RMC from a PRTF after seeeener and treatment team have
determined the youth no longer needs the levehd provided by a PRTF.

Section 3.1: Placement Agreement

A Placement Agreememust be completed between the RMC and the refeagmmmncy. A copy of the
Placement Agreement must be kept in the youtteésdtilthe facility.

The initial service authorization period for a RM@y will be for 90 days. Service extensions dlfor

a period of time not to exceed 60 days, and wilekemined by the youth’s custodial case manager to
ensure the youth is receiving the services they neeeintegrate into the community. The youth may
continue receiving services in the RMC facilitylaag as they continue to require this level of case
determined by the youth’s custodial case manager.

Section 4: Resident Lodging

In order to support the daily management and aditnation of residents, each residential providelsh
develop an objective procedure regarding the phls$iousing of juvenile offenders. Youth placed in a
residential setting shall be assigned to a roonedagpon various factors, as identified by risk/reeed
assessment(s) in addition to other indicators.tdfa¢o consider in assigning rooms shall incluulg ére
not limited to):

» Risk to recidivate (as determined by evidence-baiskchssessments)

» Suicidal tendencies

» Level of specialized needs (i.e. mental health,io@detc.)

» Sex offender status

» Gender

» Age and/or maturity level

» Program needs (substance use disorder, cognithevlpeal, independent living, etc.)
* Vulnerability to being victimized by others (i.ehysical stature)

While each youth will have an individualized pragraplan, assigning rooms based upon

risk/need/responsivity factors will allow for a eaf more secure environment, as well as efficient a
effective management of the living units.

Section 5: Residential Care Program

Section 5.1: Residential Care System

Each RMC shall have a written program of consistalgs and regulations guiding and governing the
daily behavior of the youth under the care of thegpam. The behavior management system should
include a description of daily general routinestloé program. The system of rules, rewards, and
consequences for given behaviors should be idedtifiEach youth shall be oriented to the RMC'’s
behavior management system by a staff member dthimg@dmission or orientation process. Notation
shall be made in the youth’s file and signed by ybath that the rules and regulations, rewards and
consequences have been discussed with the youth.

The RMC facility must post the behavior managensgstem in a common area where youth are able to
easily access the system and the youth shouldviea gi written copy of the system to use as a nefere
The system should include rules governing intelggaakinteractions with staff and peers, facilitave
policies, school attendance and behavior whilechbal, verbal and physical aggression, allowable
possessions, awakening and bedtime hours, leisowgsh visitation policies, AWOL attempts,
involvement in recreation and other activitiesf-slelstructive behaviors, sexuality, communicatioith
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family and others outside the program, religiousrsh®, involvement in therapies, theft, property
destruction, behaviors resulting in mandatory reahdsom the program, and behaviors at the program
which could result in legal prosecution.

The overarching goals should be to not only hegpybuth adjust to the residential facility but atso
daily life within society.

Section 5.2: Education Requirement

All facilities shall have an education agreementhwa school district certified by the state boafd o
education. The facility shall ensure routine comivations between the staff and any educational
program in which the youth is placed. This mayude requesting and participating in the developmen
of an Individual Education Plan for each residehewappropriate. These contacts shall be notétkin
youth’s case record.

Section 5.3: Scope of Services

The provider shall write a policy and procedure oaror the operation of the RMC facility that wide
reviewed and approved by SRS Children and Famityi&s and the Juvenile Justice Authority. It will
provide a program for youth in the facility thatveos the following program components:

Daily Living Services- Daily living services shall be provided and umbé the following:

* Room, board, childcare, personal spending moneaysehnool fees.

» Transportation to appointments within a 60-mileiwadincluding to and from school, medical
care, recreation, etc.

» Academic activities - assistance with school wedgational training, and/or G.E.D. training.

Situational Training- to include but not limited to:

» Personal Hygiene— Teaching about body cleanliness, use of deotlorand cosmetics,
appropriate clothing, choosing clothing to fit imidiual and occasion, and keeping clothes neat
and clean.

» Health - Identifying and understanding residents’ heakleds; securing and utilizing necessary
medical treatment including preventive and healtinbenance services; gaining information
and education in health maintenance (including gméve measures, nutrition, menstruation, rest,
cleanliness, family planning, drugs, sexually traitted diseases, exercise, and motivation for
meeting own health needs), maintaining contact \pithviders of health services (physician,
nurse, clinic) and using outside resources foistaste (clinics, pharmacies, hospitals).

» Consumer education for independent living-Budgeting, comparative buying, installment
buying, avoiding risks, identifying illegal or exssve interest rates, use of credit, avoiding or
dealing with debts, using checking and savings @us) and paying taxes.

Communication skills:

The youth’s articulating thoughts and feelings tigio appropriate use of such skills as speech,ngriti
and use of the telephone.

Home Management:

Making the bed and changing linens, using the vacadleaner, dusting, organizing belongings, disgpsin
of trash, cleaning all areas of the home, operaimgliances, cooking complete meals, making simple
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repairs, who to call when a major repair is needsng aware of the need for upkeep, handling
emergencies, knowing first aid.

Situational Guidance:

Identifying and accepting strengths, developindguas of acceptance and coping with authority fgur
getting along with others, sharing responsibilinging considerate of others, developing friendships
knowing when to go home when visiting, recogniziolg modifying attitudes toward self or others,
responsible work attitudes, tolerance of verbalaisim, reactions to praise, punctuality, and attarce.

Recreation:

Participating in leisure time activities, learnihgw to spend leisure time, developing outside &y
managing time, finding recreation with little or e&pense involved, finding community projects teeta
part in, participating in social groups, participgtin sports and games, arts and crafts, and ejajirey
fine arts.

The daily schedule shall address the needs ofeidants and the use of time to enhance the reé'siden
physical, mental, emotional, and social developmertie facility shall provide supervised indoor and
outdoor recreation so that every resident maygipdie. Age appropriate equipment to promote [iaysi
development and physical fitness shall be availabdge appropriate socialization shall be provided
utilizing community resources to assist the youthtransitioning back into their community when
appropriate.

Section 5.4: Initial Assessment

When a youth enters the facility, the RMC shallibexgsessing their strengths and needs within fwent
four (24) hours and have a completed assessmehinwit days of admission. The assessment shall
include but not be limited to the following:

» Reasons for referral to the facility
» Evaluation or assessment covering the followinggre
o physical health
family relations
academic or vocational training
community life
interpersonal interactions
daily living skills
immediate incidental mental health/substance us@dier service needs.

O O0OO0OO0OO0Oo

Section 5.5: Accessing Outpatient Mental Health/Sistance Use Disorder Services

Only Outpatient Mental Health/Substance Use Disosgevices are allowed while a youth is residing in

an out of home placement (excluding PRTF placemelfitputpatient services are needed, the provider
shall coordinate assessments and services throlfh I&havioral health managed care program
associates of the Prepaid Ambulatory Health PlakHf® and/or of the Prepaid Inpatient Health Plan

(PIHP). The PAHP and PIHP associates will determine the,tyfequency and duration of services

required to meet the individualized Mental Healtli&ance Use Disorder needs of each youth.

Upon admission or during the course of the yousitds, if the youth begins to exhibit behavior/needs
which cannot be addressed by the placement orghroutpatient services, the provider shall collaber
with the custodial case manager to obtain an apjatepscreen/assessment to determine the level of
services required.
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If the youth is receiving Mental Health/SubstanceDisorder services from a PAHP or PIHP associate,
including a community mental health center or irefefent practitioner, at the time of admission, the
youth may continue services by the same providerdmtain continuity of service.

Providers may employ, contract or otherwise panithr associates of the PAHP and/or PIHP to provide
Outpatient Mental Health/Substance Use Disordefices to youth residing at the program.

Providers shall not prohibit the youth’s ability tequest or receive services from any willing pdevi
who are authorized associates of the PAHP or PIHP.

Section 5.6: Program Plan

Each youth residing in a residential facility mustve a program plan that is based on a thorough
assessment. Assessment documents must be indluded case record. The program plan shall be
established by the end of 14 days from admissiahsaall address the identified needs in the emaljon
physical, educational, social, familial, and whampropriate independent living skill domains. Mout
may not have identified needs in every domainolfreote that no needs were identified. Programsplan
should be updated when new needs are identifi@chen program goals are met. Program plans should
be thoroughly reviewed and revisions made at tise caview conferences within 30 days of admission
and each 30 days thereafter. Information obtaimewh fthe youth, parent, guardian, and custodial case
manger shall be considered in the report.

The program plan shall include individualized seegi to match the youth’s identified needs in the
following areas:
* Long term goals in the areas of physical healthilfarelations, daily living skills, academic
and/or vocational skills, interpersonal relaticgaasgd emotional/psychological health.
» Short term goals which will help a youth eventuatach his/her long term goals in each of the
above areas.
e Services to meet independent living goals.
» Specific plans for reaching the short-term goatduiding services to be provided and frequency.
» Estimated time for reaching short term goals.
» The youth’s signature on the plan indicating that youth has participated in the development of
the program plan.

Section 5.7: Discharge/Aftercare Plan

Discharge planning shall begin upon admission efytbuth to the facility At a minimum, the resident,
the resident’s parents or guardian, and the plaag@gncy should be involved in planning the discharg
a resident from the facility. The discharge plad arodifications to it should be noted in the calee f

A discharge summary shall be completed at the tih¢he youth’s discharge. This shall include
documentation of after-care plans and the goalshwiiie youth has reached in the RMC. Written
recommendations for aftercare shall be made andidtspecify the nature, frequency, and duration or
services the facility recommends for the youth.e plan shall also document who the responsibléggart
are for aftercare services.

Section 5.8: Case Coordination

The RMC'’s case coordinator has the responsibititydoordinating the youth’s program and progress
with school, employer, family, and other approgiabmmunity resources.

The Case Coordinator will maintain a resource bafsservices to address the needs identified in
Individual Program Plans.
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Section 5.9: Home Visits

When home visits are a part of the program plagretishall be pre and post home visit contacts egtwe
the youth, their family, and facility program stafégarding the home visit including written
documentation pre and post regarding the home Bsitause the goal of placement is to return thghyo

to a family-like setting, it is important that homesits be carefully planned and executed in thst be
interests of permanency planning for the youthl hime visits shall be arranged through coordimatio
with the child’s custodial case manager.

Section 6: Resident’'s Rights

The staff of the facility shall allow privacy fomeh youth. The facility’s space and furnishingallshe
designed and planned with respect for the resideight to privacy. The facility's design shalkal
provide supervision according to the ages and nekitie residents. Each resident shall have & quéa
where they can withdraw from the group when appabgr

Contacts between the resident and their parentslfigmashall be allowed while the resident is inecar
unless the rights of the parents have been terednby court order or family contact is not in the
resident’s best interest. The frequency of conshetll be determined by the needs of the residedt a
his/her family or guardians per program plan rezmuients.

The facility shall have clearly written policiesgerding visits, gifts, mail, E-mail and telephone
(including cell phone) calls between the residerd their family, or guardian. These policies skl
made known to the resident and his/her family/giaardt or prior to admission.

Residents shall be allowed to send and receive amall have telephone conversations with family
members/guardians unless it is not in the bestdstef the youth, the safety and security of fggibr if
a court order necessitates restrictions.

If restrictions on communications or visits are esgary these shall be documented in the youthsagmog
plan and reviewed at the 30-day case reviews. ybh's custodial case manager must be notified of
any new restrictions to communications or visitatiomplemented by the facility prior to its
implementation.

A resident shall be allowed to bring personal pssieas to the facility and may acquire other paseas

in accordance with the policies of the facilityidPrto admission, information shall be made avéadab
the youth and their parents/guardians concerningt whssessions a youth may bring to the facility an
the kinds of gifts they may receive. Possessiafisgch a youth cannot have or receive at the fagilit
shall be specified in writing and distributed te touth and their parents/guardians.

Discipline at the facility shall be consistent amat be physically or emotionally damaging. Youtlalsh
not be subjected to cruel, severe, unusual, oragssary punishment. Youth shall not be subjeaied t
remarks that belittle or ridicule them or their fies. Residents shall not be denied food, mailisits
with their families as punishment. Seclusion shall be utilized as a disciplinary measure. Om#ffs
members shall discipline residents.

Section 7: Special Circumstances Affecting Youtim Residential Maternity Placement

Section 7.1: Time Out

A procedure used to assist the individual to regamotional control by removing the individual frdris
or her immediate environment and restricting thiivilual to a quiet area or unlocked quiet room.

JJA Provider Handbook (Revised 6/24/2011) 90



Return to
Table of Contents

Application of time out:
1. Aresident in time out must never be physicallyprdged from leaving the time out area.
2. Time out may take place away from the area of #gtor from other residents.
3. Staff must monitor the resident while he or shia isme out.

Section 7.2: Emergency safety intervention

An emergency safety intervention must be perfornmedda manner that is safe, proportionate, and
appropriate to the severity of the behavior, ardrgsident's chronological and developmental dge, s
gender physical, medical, psychiatric conditiord garsonal history.

The use of emergency safety interventions must dxdomned only through the use of nationally
recognized restraint procedures applicable togbfulation designed to prevent a resident from fraym
self or others by exerting external control oveygibal movement.

Physical restraint is the application of physiaaicé without any mechanical device, for the purpaise
restricting the free movement of a resident's bodBhysical restraint should be used only as last
resort after all verbal de-escalation techniques ha failed and when the resident is at-risk of
harming themselves or others.

Mechanical restraint is the use of mechanical aesvto restrict the free movement of the residdrty,
most often for purposes of preventing self-desivadbehavior. Mechanical restraints are not allowed
in RMC residential facilities.

Each facility must have a written restraint poleyd all staff must be trained to provide safe ptalsi
restraints in the event of an emergency safetyvatgion. Staff must be trained in authorized, wel
recognized training programs for managing aggresbahavior. Staff training records must be kept as
part of the staff member’s personnel file and mhstmade available upon request. At the time of
admission to a facility, the resident and parerfdian must be oriented to the restraint policiethe
facility and must sign a written acknowledgmenthis orientation. This written acknowledgment shal
be kept in the client’s case record.

Section 7.3: Reporting Abuse/Neglect

Physical Abuse means the infliction of physicalrhamn a child or the causation of a child's deteation,
or the likelihood of harm or deterioratidn.A.R. 30-46-10

Sexual Abuse means any contact or interaction avithild in which the child is being used for thessd
stimulation of the perpetrator, the child, or amottperson. Sexual abuse shall include allowing,
permitting, or encouraging a child to engage institation or to be photographed, filmed, or depicie
obscene or pornographic material. Contact soletyvéen children shall meet the criteria only if the
contact also involves force, intimidation, diffecenin maturity, or coerciorK.A.R. 30-46-10

Mental or Emotional Abuse means the infliction cémtal or emotional harm to a child or the causation
of a child's deterioration. This term may incluldat shall not be limited to, maltreatment or eipaliion
of a child to the extent the child's health is ljki® be harmed.

This term may include the following:

1. terrorizing a child, by creating a climate of fearengaging in violent or threatening behavior
toward the child or toward others in the child'sgence that demonstrates a flagrant disregard for
the child;

2. emotionally abandoning a child, by being psychatatly unavailable to the child, demonstrating
no attachment to the child, or failing to providkeguate nurturance of the child;
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3. corrupting a child, by teaching or rewarding théddccFor unlawful, antisocial, or sexually mature
behaviors.K.A.R. 30-46-10

Neglect means any act or omission by a parent,dgauaor person responsible for the care of a child
resulting in harm to a child or presenting a liketbd of harm and the acts or omissions are nosdlgty

to the lack of financial means of a child's pammother custodian. Neglect may include but, shailbe
limited to:

1. failure to provide the child with food, clothing; shelter necessary to sustain the life or hedlth o
the child;

2. failure to provide adequate supervision of a cluidto remove a child from a situation that
requires judgment or actions beyond the child'sll@f maturity, physical condition, or mental
abilities and that result in bodily injury or thikdlihood of harm to the child; or

3. failure to use resources available to treat a diagd medical condition if the treatment will make
the child substantially more comfortable, reducénpend suffering, correct or substantially
diminish a crippling condition, or prevent the caimh from worsening. A parent legitimately
practicing religious beliefs who does not provigedfied medical treatment for a child because
of religious beliefs shall not for that reason besidered a negligent parekitS.A. 38-2202(t)

Section 7.4: Mandated Reporters

Mandated reporters must report all witnessed goextted abuse/neglect to SRS through the SRS Kansas
Abuse/Neglect Hotline.

K.S.A. 38-2223states that when any of the following personsrbason to suspect that a child has been
harmed as a result of physical, mental or emotiatalse or neglect or sexual abuse, the person shall
report the matter promptly:

A. The following persons providing medical care oratment: Persons licensed to practice the
healing arts, dentistry and optometry; persons g@egjain postgraduate training programs
approved by the state board of healing arts; legnmofessional or practical nurses; and chief
administrative officers of medical care facilities;

B. The following persons licensed by the state to jpl®vmental health services: Licensed
psychologists, licensed masters level psycholagigtsnsed clinical psychotherapists, licensed
social workers, licensed marriage and family thestap licensed clinical marriage and family
therapists, licensed professional counselors, diegnclinical professional counselors and
registered alcohol and drug abuse counselors;

C. Teachers, school administrators or other emplogéas educational institution which the child
is attending and persons licensed by the secrefdrgalth and environment to provide child care
services or the employees of persons so licens#tegtlace where the child care services are
being provided to the child; and

D. Firefighters, emergency medical services persofmslenforcement officers, juvenile intake and
assessment workers, court services officers andmemnity corrections officers, case managers
appointed undei.S.A. 23-1001et seq., and amendments thereto, and mediatoosnégg under
K.S.A. 23-602 and amendments thereto.

Abuse/neglect reported or witnessed in any Redaldviaternity Home must be immediately reported to
the youth’s custodial case manager and SRS thringgBRS Kansas Abuse/Neglect Hotline (1-800-922-
5330). The Abuse/Neglect Hotline number must betigubén a prominent place in the facility. Any
employee of the facility who witnesses or hearsuéiltoe abuse/neglect of a resident within thatifsds

to notify the Director of the facility immediatelgxcept in cases where the alleged perpetratdreis t
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facility Director. The facility Director is respeible to see to it that all cases of abuse/negieet
reported to them and are passed on to the ressdenstodial case manager and SRS through the SRS
Kansas Abuse/Neglect Hotline. At no time shall éldeninistration of a program in which abuse/neglect
has allegedly occurred interfere or otherwise giteim alter the report of an abuse/neglect clairderiay

an employee of that facility.

Section 8: Critical Incident

A Critical Incident is an occurrence that requities provider to make a response that is not aghdhe
program’s ordinary daily routine.

Section 8.1: Critical Incident Reporting

Critical incidents are to be reported to the yositbustodial case manager and the youth’s parent or
guardian when appropriate.

"Each facility shall develop an internal process dbtaining on-call/emergency contact information f
all custodial case managers in the event of anganey or critical incident.”

The following critical incidents should be verballgported immediately with a written report to the
custodial case manager within 24 hours of the eypl#ase refer to the following definitions for
clarification):

» Attempted suicide The attempt to intentionally kill oneself and tatempt caused injury or
could have resulted in serious injury or deathoif detected.

» Suicide Intentionally killing oneself.

» Homicide: The killing of one person by another.

» Other death: Accidental death or death from natural causegath.

» Assault/Battery: Verbally creating fear of bodily harm and/or tteusing bodily harm against
another person.

» Sexual misconduct Any sexual conduct between youth or between yauith staff/volunteers.
Sexual conduct includes the intentional touchingaabther person’s intimate parts, or the
clothing covering the immediate area of the intinparts, committed with sexual or aggressive
intent.

» Alleged maltreatment of youth Any act or situation of abuse and/or neglectdeined by
K.A.R. 30-46-10

» Serious youth injury/illness Any youth iliness that requires the youth to hspitalized or
receive significant medical treatment. Significargdical treatment is treatment that could not be
handled by a trained health care person outsitteedfiospital or clinical setting.

» Serious infectious diseaséDiseases such as, but not limited to TB, HegafitB/C, or a serious
sexually transmitted disease as tracked by theeCé&mt Disease Control (CDC). This only needs
to be reported if there is a threat of transmissibine disease to staff or other youth.

» Riot/Hostage situation Any disturbance by three or more youth that seslp disturbs the
operation of a facility, jeopardizes the controbofarea, threatens violence against or destruction
of property, or results in significant property dage or personal injury to youth or staff.
Includes any hostage situation.

» Natural disaster. Acts of nature which cause personal injury tdfstmd/or youth or which
causes structural damage to the physical strubtueing youth.

« AWOL: A youth’s departure from a placement or supeovisiithout lawful authority, as
defined byK.S.A. 75-712f This also includes youth while on a supervisedgofunds setting
(i.e. transports, hospital, and medical visits)ep®&ted verbally to law enforcement and the
custodial case manager immediately with a writegrort to the custodial case manager within 24
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hours of the event. An immediate verbal notificatie to be made to law enforcement and to the
custodial case manager when the youth returnslocasged.

» Other: Any action or situation which would require a pesse by law enforcement, the fire
department, an ambulance or another emergencymespgmovider. Incidents in this category
would also include any incident not reported in thro category and have the potential for
significant media coverage.

If the critical incident involves abuse or neglettie facility must also follow mandated reporting
requirements.

All facilities must have procedures for reportingtical incidents to administrative staff and rediog
critical incidents in the resident files. An adisirative file of critical incidents must be kept facility.

An administrative file shall be kept by the fagildocumenting critical incidents that is separabenfthe
documentation in the youth's file.

Section 9: Staff In-Service Training

Youth care staff shall be provided with a minimuh24 documented clock hours per year which include,
but are not limited to, training in human sexuallighavior management, discipline, child and infant
development, health care, and techniques in theeption and treatment of drug and alcohol abuse.

Section 10: Record Keeping Requirements for thedgility

The record keeping requirements fA.R. 28-4-272shall be met by the facility. In addition, the
following shall be kept by the facility.

Record Retention:

Case records, including medical records, shall béntained for 6 years from the date of the youth's
discharge or until completion of an on-going awatil production of a final audit report, whichever i
longer.

Chart Documentation:

A dated record of daily observations and signiftcaecurrences involving each youth shall be
maintained. The record shall include events, winnzty affect the well-being of the youth. The recor
shall be available for review. Each report shailude the date and time of occurrence, the staffilber
and/or youth involved, the nature of the incidemd ¢he circumstances surrounding it.

Weekly Progress Notes:

Notes shall be completed by the case coordinatdrsaaff providing services. These notes must be
entered into the youth’s chart, reflecting the ey of services according to the program plan.isTh
documentation must address the youth’s responséstdrventions and the progress of the youth on
individualized goals and objectives. The note #hinclude any significant events that occurredirtyr
the week and should also summarize contacts wittilffamembers and other involved agencies. If an
unmet need is identified, the note must reflectabions to be taken to revise the plan for thettyaa
meet that need.

Health Records:

Health Care and Records of residents must meeethérements ok . A.R. 28-4-275
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Progress Reports:

Thirty-day progress reports shall document progasspecific short-term goals, describe significant

revisions in goals and strategies, and specify rmaw program goals and strategies during the period
covered. The 30-day progress reports shall suramaniogress and note changes regarding long-term
placement and program goals and shall be provinétketreferring agency.

Permanency Planning:

Includes the evaluation and design of an approacthe youth and family that focuses on opportesiti
for the youth to have ongoing active and meaningfuinections with family, kin, relatives, and the
community. The goal for achieving permanency sheallcoordinated with the youth’s custodial case
manager and be included in the program plan tebiewed every 30 days. The permanency plan shall
include strategies and tasks to accomplish thely®gpals. Behaviors which place the youth at fisk
disruption, activities to prepare the youth’s famir kinship network for reunification, identifidgah of
other less restrictive living environments and jrém the youth for transition to these settingslishe
addressed.
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TRANSITIONAL LIVING PROGRAM (TLP) STANDARDS

Section 1: General Program Description

Transitional living is designed for youth who aemady to enter a phase of care that will eventually
transition them to independent living. Transitibliaing affords youth an opportunity to practicadic
independent living skills in a variety of settingigh decreasing degrees of supervision.

Section 1.1: Transitional Living Program (TLP)

Youth reside in apartments within one building omplex (contained apartments). Each youth
must be afforded sufficient bedroom space to inadexjuate privacy, safety and security.

The provider must insure the environmental safétthe apartment is in compliance with local
over sight agencies such as HUD, Fire Marshall, ispalities, Apartment Management, etc.
Service Access plan development, review, and cageergision are carried out by the
Transitional Living provider. The youth to caseodtinator ratio for Transitional living is no
more than 1:16.

Services will be designed to work in collaboratwith other community-based providers to
develop a strong foundation of service and supgress.

Staff shall have experience, skill and knowledge ddolescent development, behavior
management, child abuse and neglect, family dyrenpiovision of community-based services,
development of youth’s strengths and assets, asitiyoyouth development.

The provider must provide assistance to ensureyihatth obtain the basic necessities of daily
life.

The provider must offer or arrange for strengthelaimiterventions to address crisis and or daily
living situations.

The provider must facilitate development of suppssistems to increase the youth's
interdependency within the community in which thegide.

All services accessed shall be appropriate to glee gender, sexual orientation, cultural heritage,
developmental and functional level, as well asl¢laening ability of each youth.

Admission requirements shall include a list of supgervice needs as identified by the referring
agency.

Section 2: Admission Skills Required

Prior to consideration for admission to any TLPvemr youthMUST be able to demonstrate knowledge
of basic life skills. Youth in TLP services must Iprovided the opportunity to practice the skills
necessary to live independently. These skillg, minimum, shall include:

Preparing meals and basic nutrition education

Doing laundry

Maintaining a clean, orderly, and safe living space

Living cooperatively with other housemates or nbigis

Handling landlord/tenant complaints

Controlling guests’ behavior

Handling basic maintenance, simple repairs, andtoosall the landlord about problems
Developing and following a budget

Access to routine transportation (e.g., publicgpamtation, carpool)

Shopping, food preparation, food storage, and coesskills
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Section 3: Transitional Living Program Staffing

Staff must meet the qualifications and responsigdi as set forth in this document. Written job
descriptions shall be developed for all staff araintained on site where personnel functions argechr

out.

Section 3.1: Administrator

Quialifications
0 The administrator shall have a Bachelor's degreepasior administrative experience.
o Shall not be a person restricted from working witluth as defined bi.S.A. 65-516
o Shall have a working knowledge of adolescent degrakmt principles.

Responsibilities
o Shall be responsible for working with, supervisiagd training other staff (e.g., case
coordinator, life coach) who are working with yointthe transitional living program.

Section 3.2: Case Coordinator

Quialifications

0 The Case Coordinator shall have at least a ba¢helegree in one of the human service
fields (social work, psychology, human developmant family life, criminal justice,
counseling, nursing or education) and a workingwdedge of adolescent development
principles.

o Shall be at least twenty-one (21) years of ageaahehst three years older than the oldest
youth served.

o Shall not be a person restricted from working witluith as defined bi.S.A. 65-516

Responsibilities
0 Service Access plan development, review, and dpwadmt of collaborations with
community-based service providers.
Shall be responsible for any direct supervisiogafth as required.
Shall inspect youth's apartment as needed to irtbereafety and security of youth.
Shall coordinate or provide alternative transp@tafs deemed necessary.
Shall complete paperwork or reports to referringray as required.
Shall work in partnership with life coaches.

O o0Oo0Oo0oo

Section 3.3; Life Coach

Quialifications

Life Coaches shall have at least a high schoolodipl or equivalent and have a working
knowledge of adolescent development principles.

Shall be at least twenty-one (21) years of agearneast three years older than the oldest youth
served.

Shall not be a person restricted from working wibtlith as defined bi¢.S.A. 65-516

Responsibilities

Shall work shifts and or be on-call 24 hours a daw rotating basis.

Shall be responsible for any direct supervisiogafth as required.

Shall inspect youth’s apartment as needed to inbereafety and security of youth.

Shall be responsible for the day-to-day modeling Idé skills (e.g., assertiveness,
communication, conflict management, problem sohdng decision making).

Shall monitor youth’s daily life skills and providgpropriate feedback.
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e Shall work in partnership with the case coordinator

Section 4: Staff In-Service Training

Each provider must have an in-service orientatiaiming program for new employees, which is
especially directed toward the initial training deeof staff working directly with youth in transitial
living. Documentation of completion of orientatitaining must be kept in the staff member’s pensbn
file. The in-service orientation program shall yide written documentation that all staff is orieshtto
the following:

» Agency policy and procedure manual

» Facility emergency and evacuation procedures (icattey site only)
» Emergency safety interventions

* The handling of blood borne pathogens

» Agency discipline standards

» Abuse/neglect mandatory reporting laws

» Youth record documentation policies and procedures
» Policies and procedures for youth medication mamagé
» Resident rights

» Confidentiality laws

* Training in CPF/First Aid within 3 months of emplognt
e De-escalation techniques

Each provider shall also have a written annuaf stafervice training plan, which addresses theuahn
training needs of all staff having direct contadtwyouth. This annual training is beyond or irdiidn

to the initial orientation-training program. Alkdnsitional living staff shall have a minimum oftip(40)
documented clock hours of in-service training pearysubsequent to the initial year. Documentation
shall be provided in each staff member’s persorawmird to include content, amount of time, trairew
his/her qualifications. Topics shall include brg aot limited to:

* CPR and First Aid

» Blood borne pathogens

* Medications

» Emergency safety interventions

e Substance use disorder patterns

» Adolescent development (including developmentabrdisrs)

» Adolescent psychopathology (including such topics effects of abuse/neglect, reactive
attachment disorders, separation anxiety disordéds|D)

» Childhood and adolescent sexuality issues, espetia effects of early sexual abuse

» De-escalation techniques

Section 5: Placements

Transitional living placements are offered throughidential living arrangements where youth hawe th
opportunity to practice independent living skillstlwdecreasing degrees of care and supervisiore Th
youth’s case planning team, which must includeythth, is required to determine the youth's reashne
to enter this program by a review of the youth’'srent life skills proficiency. The youth may reman
this level of care until it is determined the youthready to transition to a Community Integration
Program or a fully independent living setting.
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Section 5.1: General Requirements
All youth in transitional living placements must:

» Be atleast 16 years of age

» Be working towards full or part-time employment

» Be working towards a diploma or equivalent (if abtady obtained)

» Have demonstrated a basic knowledge of life skills

e Youth are required to maintain a savings accourtetdeld in trust by the TLP. Youth shall
deposit the full or partial amount (depending uptogir employment status) of their share of the
monthly apartment rent and utilities. The youtghl@nning team will determine the actual amount
required to be deposited in trust. These monieghan available to the youth when they leave
the TLP.

Section 5.2: Home Furnishings/Services

The provider shall make available certain artiddad supplies for furnishing the youths residentbe
articles and supplies may be new or used, but beist good condition. The articles and suppliestmu
include, but are not limited to:

* A bed and bed linens;

* Adining table and chairs;

e Living or sitting room furniture;

» A stove and refrigerator;

» Kitchen furnishings (e.g., pots, pans, cooking aating utensils);

» Basic cleaning supplies;

* Landline telephone;

» Utilities (e.g., water, trash, electricity, gas);

e Access to laundry services;

» Food in sufficient quantity to provide at leastel(3) nutritionally balanced meals per day;

« Kitchen and bath linens;

» Entertainment equipment (e.g., television, sterédeo games) are optional, if not provided,
youth should be provided the opportunity to pureh#éizese items when they are financially
capable;

» Emergency transportation when routine transporatiaot available;

« Administration, oversight of youth’s trust;

» Financial guidance to youth (e.g., budgeting, comeuskills).

Section 5.3: Positive and Realistic Living Expeeinces

Youth are further prepared for adulthood by beirrgvigled a realistic living experience, through
transitional living placements in which they caketancreasing responsibility for themselves. Elptae
of those living experiences include, but are nwoitkd to, the following:

» Direct experience with the consequences of datipas and decisions;

» Life skills practice while having access to staff support and advice;

» Dalily social contacts;

» Emotional adjustment to the difference betweengmebving situation and previous ones;
e Practice living alone;

» Use of leisure time;

e Obtaining and using transportation to access neexiaalirces.
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These experiences must also be tailored to a y@uthrrent level of functioning. Additional experaes
and opportunities may be introduced as a youtlilslsiel increases and more complex opportunities
desired.

Section 5.4 Placement Supervision

All youth in TLP placements shall have twenty-fq@d) hour access to on-site program staff that is
responsible for monitoring the activities of yodith their programs. Program staff shall develop a
schedule for providing supervision with guidancedshon a specific youth’s maturity, acquired skills
and emotional status. The supervisory schedulélshaesigned so that staff may observe that thhy

is practicing healthy and responsible life skillsdawill be developed in collaboration with a yowth’
referring agency. This collaboration will determithe frequency and type of supervision/support
provided to the youth.

Section 5.5: Placement Agreement

A Placement Agreememhust be completed between the TLP and the refeagmmcy. A copy of the
Placement Agreement must be kept in the youtteésdtilthe facility.

The initial service authorization period for a TRy will be for 90 days. Service extensions Wl for

a period of time not to exceed 60 days, and wilekamined by the youth’s custodial case manager to
ensure the youth is receiving the services they neeeintegrate into the community. The youth may
continue receiving services in the TLP facilitylaag as they continue to require this level of case
determined by the youth’s custodial case manager.

Section 6: Resident Lodging

In order to support the daily management and aditnation of residents, each residential providelsh
develop an objective procedure regarding the phys$iousing of juvenile offenders. Youth placed in a
residential setting shall be assigned to a roonedagpon various factors, as identified by risk/reeed
assessment(s) in addition to other indicators.tdfa¢o consider in assigning rooms shall incluulg ére
not limited to):

* Risk to recidivate (as determined by evidence-baiskchssessments)

» Suicidal tendencies

» Level of specialized needs (i.e. mental health,ioaddetc)

» Sex offender status

» Gender

» Age and/or maturity level

* Program needs (substance use disorder, cognithe/tmeal, independent living, etc)
* Vulnerability to being victimized by others (i.ehysical stature)

While each youth will have an individualized pragraplan, assigning rooms based upon
risk/need/responsivity factors will allow for a eaf more secure environment, as well as efficient a
effective management of the living units.

Section 7: Service/Supports

Youth in transitional living placements may needess to supportive services including but not Behit
to the following categories:

* Mental health services
* Alcohol and substance use disorder treatment svic
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» Educational/vocational support services

* Individual counseling

» Sex Offender treatment services

* Pro-social recreational activities

» Preventative, routine and emergency health care
* Routine transportation

Section 7.1:Accessing Outpatient Mental Health/Substance Use 8brder Services

Only Outpatient Mental Health/Substance Use Disosgevices are allowed while a youth is residing in

an out of home placement (excluding PRTF placemelfitputpatient services are needed, the provider
shall coordinate assessments and services throlfd &havioral health managed care program
associates of the Prepaid Ambulatory Health PlakHf® and/or of the Prepaid Inpatient Health Plan

(PIHP). The PAHP and PIHP associates will determine the,tygequency and duration of services

required to meet the individualized Mental Healtli&ance Use Disorder needs of each youth.

Upon admission or during the course of the yougihay, if the youth begins to exhibit behavior/needs
which cannot be addressed by the placement ordhroutpatient services, the provider shall collater
with the custodial case manager to obtain an apiatepscreen/assessment to determine the level of
services required.

If the youth is receiving Mental Health/SubstanceDisorder services from a PAHP or PIHP associate,
including a community mental health center or irefefent practitioner, at the time of admission, the
youth may continue services by the same providerdmtain continuity of service.

Providers may employ, contract or otherwise partvigr associates of the PAHP and/or PIHP to provide
Outpatient Mental Health/Substance Use Disordefices to youth residing at the program.

Providers shall not prohibit the youth’s ability tequest or receive services from any willing pdevi
who are authorized associates of the PAHP or PIHP.

Section 8: Service Access Planning

Initial Assessment:

The admission service access request provided éyraferring agency shall constitute the initial
assessment.

Additional Assessments:

The case coordinator or life skills coach may adstén life skills assessments as needed to further
identify needs to be addressed in the service agias.

Plan requirements:

Each youth residing in transitional living must bavservice access plan based on needs identyfiga:b
provider and the referring agency. Any assessmeciiments must be included in the case record. The
service plan shall be established by the end obfking days from admission. Service plans shoeld b
updated whenever new needs are identified or whats@re met. Service plans should be reviewed and
revisions made at least every 30 days.
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The service plan shall include:

» Long-term goals in the areas of physical healthilfarelations, daily living skills, academic
and/or vocational skills, interpersonal relationsnd emotional/psychological health as
appropriate.

» Short-term goals that help the youth reach hidtveg-term goals in the areas identified above.

» Estimated time for reaching short-term goals.

* Youth’s signature indicating his/her participatiorthe development of the service plan.

The service plan shall be reviewed, revised, amdih@nted in a progress report at least every 36 logy
the facility. Information obtained from the youtharent, guardian, referring agency, employers orice
providers shall be considered in the report.

Section 8.1: Discharge/Aftercare Plan

Discharge planning shall begin upon admission efytbuth to transitional living. At a minimum, the
youth, youth’s parent or guardian, and the refgrdagency should be involved in planning the disgbar
of a youth. A discharge summary shall be completethe time of the youth’s discharge. This shall
include goals that the youth has achieved and atentified plans for aftercare.  Written
recommendations for aftercare shall be made andidtspecify the nature, frequency, and duration or
services recommended for the youth. The plan sisdi identify the parties responsible for specific
aftercare services.

Section 9: Resident’s Rights

The staff of the facility shall allow privacy fomeh youth. The facility’'s space and furnishingallshe
designed and planned with respect for the residetght to privacy. The facility's design shalkal
provide supervision according to the ages and nekttie residents. Each resident shall have & quéa
where they can withdraw from the group when appabgr

Contacts between the resident and their parentsfigmashall be allowed while the resident is inecar
unless the rights of the parents have been terednby court order or family contact is not in the
resident’s best interest. The frequency of conshetl be determined by the needs of the residedt a
his/her family or guardians per program plan rezmients.

The facility shall have clearly written policiesgerding visits, gifts, mail, E-mail and telephone
(including cell phone) calls between the residerd their family, or guardian. These policies skl
made known to the resident and his/her family/giaardt or prior to admission.

Residents shall be allowed to send and receive aml have telephone conversations with family
members/guardians unless it is not in the bestastef the youth, the safety and security of fggibr if
a court order necessitates restrictions.

If restrictions on communications or visits are emsary these shall be documented in the youths file
The youth’s custodial case manager must be notifiedny new restrictions to communications or
visitation implemented by the facility prior to itaplementation.

A resident shall be allowed to bring personal pssieas to the facility and may acquire other paseas

in accordance with the policies of the facilityidPrto admission, information shall be made avaddab
the youth and their parents/guardians concerningt \whssessions a youth may bring to the faciliy an
the kinds of gifts they may receive. Possessiafisgch a youth cannot have or receive at the facilit
shall be specified in writing and distributed te touth and their parents/guardians.
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Discipline at the facility shall be consistent amat be physically or emotionally damaging. Youtlalsh
not be subjected to cruel, severe, unusual, oragssary punishment. Youth shall not be subjeaied t
remarks that belittle or ridicule them or their fies. Residents shall not be denied food, mailisits
with their families as punishment. Seclusion shall be utilized as a disciplinary measure. Om#ffs
members shall discipline residents.

Section 10: Record Keeping Requirements for the Fdity

Section 10.1: Chart Documentation

A dated record of daily observations and significaecurrences involving each youth shall be
maintained. The record shall include events, winnzty affect the well-being of the youth. The recor
shall be available for review. Each report shadlide the date and time of occurrence, the stafhber
and/or youth involved, the nature of the incidemd ¢he circumstances surrounding it.

Section 10.2: Weekly Progress Notes

Notes shall be completed by the case coordinatdrsaaff providing services. These notes must be
entered into the youth’s chart, reflecting the ey of services according to the program plan.isTh
documentation must address the youth’s responsésédnventions and the progress of the youth on
individualized goals and objectives. The note #hinclude any significant events that occurredirtyr
the week and should also summarize contacts wittilffamembers and other involved agencies. If an
unmet need is identified, the note must reflectabions to be taken to revise the plan for thettyaa
meet that need.

Section 10.3: Health Records

Records of medications shall be kept in each ysuth'se medical record and include: the name of the
prescribing physician, the name of the medicatthe, dosage prescribed, the medication schedule, the
purpose of the medication, noted side effectsdidite of the prescription, and the date prescribed b
physician. A record of medication given, amouttedand time, and person dispensing shall be redord
All doctor and dental visits, major illnesses, atdidents shall be recorded. Mental health appants
shall also be specifically documented in a youttésdical record. This provides for a complete Healt
record for the youth and their family, which docurgethe frequency of the youth’s mental health
treatment.

Section 10.4: 15 and 30-Day Progress Reports

Within the first 15 days of the youth’'s admissientlhe TLP the Case coordinator shall provide writte
placement recommendations to the youth’s custadisé managers as well as an update on the youth’s
progress. This report shall be placed in the yeufite. Thirty-day progress reports shall document
progress on specific short-term goals, describeifgignt revisions in goals and strategies, anctifpe
any new program goals and strategies during thimgewvered. The 30-day progress reports shall
summarize progress and note changes regardingéomgplacement and program goals and shall also be
placed in the youth'’s file.

Section 10.5: Permanency Planning

Includes the evaluation and design of an approacthé youth and family that focus on opportunifies
the youth to have ongoing active and meaningfulnegtions with family, kin, relatives, and the
community. The goal for achieving permanency shallcoordinated with the youth’s custodial case
manager. The permanency plan shall include siestegnd tasks to accomplish the youth’s goals.
Behaviors which place the youth at risk for disiapt activities to prepare the youth’s family onghip
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network for reunification, identification of othégss restrictive living environments and preparihg
youth for transition to these settings shall berassed.

Section 10.6: Record Retention
Case records, including medical records, shall léntained 6 years from the date of the youth’s
discharge or until completion of an on-going awatil production of a final audit report, whichever i

longer.

Section 11: Special Circumstances Affecting YoutmiResidential Placement

Section 11.1: Time Out

A procedure used to assist the individual to regamotional control by removing the individual frdris
or her immediate environment and restricting thiivilual to a quiet area or unlocked quiet room.

Application of time out:
1. Aresident in time out must never be physicallyprdged from leaving the time out area.
2. Time out may take place away from the area of agtor from other residents.
3. Staff must monitor the resident while he or shia Eme out.

Section 11.2: Emergency safety intervention:

An emergency safety intervention must be perforrmeca manner that is safe, proportionate, and
appropriate to the severity of the behavior, amdrsident's chronological and developmental dge, s
gender, physical, medical, psychiatric conditiam] @ersonal history.

The use of emergency safety interventions must déxdomned only through the use of nationally
recognized restraint procedures applicable togbulation designed to prevent a resident from ragm
self or others by exerting external control oveygital movement.

Physical restraint is the application of physiaaicé without any mechanical device, for the purpaise
restricting the free movement of a resident's bodhysical restraint should be used only as last
resort after all verbal de-escalation techniques ha failed and when the resident is at-risk of
harming themselves or others.

Mechanical restraint is the use of mechanical aesvto restrict the free movement of the residdrty,
most often for purposes of preventing self-desivadbehavior. Mechanical restraints are not allowed
in TLP services.

Each facility must have a written restraint polenyd all staff must be trained to provide safe ptalsi
restraints in the event of an emergency safetyvatgion. Staff must be trained in authorized, wel
recognized training programs for managing aggresbiahavior. Staff training records must be kept as
part of the staff member’s personnel file and mastmade available upon request. At the time of
admission to a facility, the resident and parerfdian must be oriented to the restraint policiethe
facility and must sign a written acknowledgmenthis orientation. This written acknowledgment $hal
be kept in the client’s case record.

Section 11.3: Reporting Abuse/Neglect

Physical Abuse means the infliction of physicalrham a child or the causation of a child's detation,
or the likelihood of harm or deterioration.A.R. 30-46-10
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Sexual Abuse means any contact or interaction avithild in which the child is being used for thessd
stimulation of the perpetrator, the child, or amottperson. Sexual abuse shall include allowing,
permitting, or encouraging a child to engage institation or to be photographed, filmed, or depicie
obscene or pornographic material. Contact soletyvéen children shall meet the criteria only if the
contact also involves force, intimidation, diffecenin maturity, or coerciorkK.A.R. 30-46-10

Mental or Emotional Abuse means the infliction aénmtal or emotional harm to a child or the causation
of a child's deterioration. This term may incluldat shall not be limited to, maltreatment or eipaliion
of a child to the extent the child's health is ljki® be harmed.

This term may include the following:

1. terrorizing a child, by creating a climate of fearengaging in violent or threatening behavior
toward the child or toward others in the child'sgence that demonstrates a flagrant disregard for
the child;

2. emotionally abandoning a child, by being psychatatly unavailable to the child, demonstrating
no attachment to the child, or failing to providkeguate nurturance of the child;

3. corrupting a child, by teaching or rewarding théddccfor unlawful, antisocial, or sexually mature
behaviors.K.A.R. 30-46-10

Neglect means any act or omission by a parent,dgaaor person responsible for the care of a child
resulting in harm to a child or presenting a liketid of harm and the acts or omissions are nosdiedy

to the lack of financial means of a child's pammnother custodian. Neglect may include but, shailbe
limited to:

1. failure to provide the child with food, clothing; shelter necessary to sustain the life or hedlth o
the child;

2. failure to provide adequate supervision of a cluidto remove a child from a situation that
requires judgment or actions beyond the child'sll@f maturity, physical condition, or mental
abilities and that result in bodily injury or thikdlihood of harm to the child; or

3. failure to use resources available to treat a disgd medical condition if the treatment will make
the child substantially more comfortable, reducénpend suffering, correct or substantially
diminish a crippling condition, or prevent the caimh from worsening. A parent legitimately
practicing religious beliefs who does not provigedfied medical treatment for a child because
of religious beliefs shall not for that reason besidered a negligent parekitS.A. 38-2202(t)

Section 11.4: Mandated Reporters

Mandated reporters must report all withessed quexted abuse/neglect to SRS through the SRS Kansas
Abuse/Neglect Hotline.

K.S.A. 38-2223states that when any of the following personsreason to suspect that a youth has been
harmed as a result of physical, mental or emotiatalse or neglect or sexual abuse, the person shall
report the matter promptly:

A. The following persons providing medical care oratmeent: Persons licensed to practice the
healing arts, dentistry and optometry; persons @edjain postgraduate training programs
approved by the state board of healing arts; legnmofessional or practical nurses; and chief
administrative officers of medical care facilities;

B. The following persons licensed by the state to jpl®vmental health services: Licensed
psychologists, licensed masters level psycholqgitsnsed clinical psychotherapists, licensed
social workers, licensed marriage and family thestap licensed clinical marriage and family
therapists, licensed professional counselors, diegnclinical professional counselors and
registered alcohol and drug abuse counselors;
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C. Teachers, school administrators or other emplogées educational institution which the youth
is attending and persons licensed by the secrefahgalth and environment to provide youth
care services or the employees of persons so édeaisthe place where the youth care services
are being provided to the youth; and

D. Firefighters, emergency medical services persofaslenforcement officers, juvenile intake and
assessment workers, court services officers andneonity corrections officers, case managers
appointed undeiK.S.A. 23-1001et seq., and amendments thereto, and mediatoosnégg under
K.S.A. 23-602 and amendments thereto.

Abuse/neglect reported or withessed in any TramsliLiving Program must be immediately reported to
the youth’s custodial case manager and SRS thriggBRS Kansas Abuse/Neglect Hotline (1-800-922-
5330). The Abuse/Neglect Hotline number must betgabén a prominent place in the facility. Any
employee of the facility who witnesses or hearsuéitoe abuse/neglect of a resident within thatifsds

to notify the Director of the facility immediatelgxcept in cases where the alleged perpetratdreis t
facility Director. The facility Director is respsible to see to it that all cases of abuse/negieet
reported to them and are passed on to the ressdenstodial case manager and SRS through the SRS
Kansas Abuse/Neglect Hotline. At no time shall éldeninistration of a program in which abuse/neglect
has allegedly occurred interfere or otherwise gttebm alter the report of an abuse/neglect clainderay

an employee of that facility.

Section 11.5: Critical Incident

A Critical Incident is an occurrence that requitiess provider to make a response that is not aghdte
program’s ordinary daily routine.

Section 11.6: Critical Incident Reporting

Critical incidents are to be reported to the yosithustodial case manager and the youth's parent or
guardian when appropriate.

"Each TLP provider shall develop an internal precder obtaining on-call/emergency contact
information for all custodial case managers inghent of an emergency or critical incident.”

The following critical incidents should be verballgported immediately with a written report to the
custodial case manager within 24 hours of the eypl#ase refer to the following definitions for
clarification):

» Attempted suicide The attempt to intentionally kill oneself and thiempt caused injury or
could have resulted in serious injury or deathoif shetected.

» Suicide Intentionally killing oneself.

» Homicide: The killing of one person by another.

» Other death: Accidental death or death from natural causegath.

» Assault/Battery: Verbally creating fear of bodily harm and/or tteusing bodily harm against
another person.

» Sexual misconduct Any sexual conduct between youth or between yamith staff/volunteers.
Sexual conduct includes the intentional touchingaabther person’s intimate parts, or the
clothing covering the immediate area of the intinparts, committed with sexual or aggressive
intent.

» Alleged maltreatment of youth Any act or situation of abuse and/or neglectdeBned by
K.A.R. 30-46-10
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» Serious youth injury/illness Any youth illness that requires the youth to hEspitalized or
receive significant medical treatment. Significargdical treatment is treatment that could not be
handled by a trained health care person outsitteedfiospital or clinical setting.

» Serious infectious diseaseDiseases such as, but not limited to TB, Hega#itB/C, or a serious
sexually transmitted disease as tracked by theeCé&mt Disease Control (CDC). This only needs
to be reported if there is a threat of transmissibtihe disease to staff or other youth.

* Riot/Hostage situation Any disturbance by three or more youth that sesfip disturbs the
operation of a facility, jeopardizes the controbofarea, threatens violence against or destruction
of property, or results in significant property dage or personal injury to youth or staff.
Includes any hostage situation.

» Natural disaster. Acts of nature which cause personal injury tdfstad/or youth or which
causes structural damage to the physical strubtueing youth.

e AWOL: A youth’s departure from a placement or supeoviswithout lawful authority, as
defined byK.S.A. 75-712f This also includes youth while on a supervisefdgobunds setting
(i.e. transports, hospital, and medical visits)ep®&ted verbally to law enforcement and the
custodial case manager immediately with a writegort to the custodial case manager within 24
hours of the event. An immediate verbal notificatie to be made to law enforcement and to the
custodial case manager when the youth returnslocasged.

» Other: Any action or situation which would require a pesse by law enforcement, the fire
department, an ambulance or another emergencymsspgwovider. Incidents in this category
would also include any incident not reported in theo category and have the potential for
significant media coverage.

If the critical incident involves abuse or neglettie facility must also follow mandated reporting
requirements.

All facilities must have procedures for reportingtical incidents to administrative staff and rediog
critical incidents in the resident files. An adistmative file of critical incidents must be kept facility.

An administrative file shall be kept by the fagildocumenting critical incidents that is separatenfthe
documentation in the youth's file.
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COMMUNITY INTEGRATION PROGRAM (CIP) STANDARDS

Section 1: General Program Description

Community Integration is a service designed fortlyouho are ready to enter a phase of care, whitth wi

eventually transition them to independent livingtouth reside in apartments and are afforded the
opportunity to practice independent living skillstwdecreasing degrees of supervision. Community
Integration service is to prepare youth to becoowtatly and financially independent from the pragra

Section 1.1: Community Integration Program (CIP)

Community Integration is non-secure residentiatirsgd designed for youth who are ready to enter a
phase of care, which will eventually transitionrthéo independent living. It is a service that ato
youth the opportunity to practice independent liviskills with decreasing degrees of supervision.
Community Integration service is to prepare youthbécome socially and financially independent from
the program.

Section 1.2: General Requirements

* Youth reside in apartments within one building omplex (contained apartments) or scatter site
apartments. Each youth shall be afforded suffickeedroom space to insure adequate privacy,
safety and security.

» The provider must insure the environmental safétthe apartment is in compliance with local
over sight agencies such as HUD, Fire Marshall, ispalities, Apartment Management, etc.

» Service Access plan development, review, and agsergision are carried out by the Community
Integration Specialist.

e Services will be designed to work in collaboratieith other community-based providers to
develop a strong foundation of service and supgaress.

» Staff shall have experience, skill and knowledge ddolescent development, behavior
management, child abuse and neglect, family dyrenpiovision of community-based services,
development of youth's strengths and assets, asitiyoyouth development.

» The provider must provide assistance to ensureyihigth obtain the basic necessities of daily
life.

» The provider must offer or arrange for strengthelaimterventions to address crisis and or daily
living situations.

» The provider must facilitate development of suppsststems to increase the youth's
interdependency within the community in which thegide.

» All services accessed shall be appropriate to glee gender, sexual orientation, cultural heritage,
developmental and functional level, as well asl¢laening ability of each youth.

» Admission requirements shall include a list of supgervice needs as identified by the referring
agency.

* Youth is required to maintain a savings accourd imhich the youth deposits the full or partial
amount (depending upon their employment statusheif share of the monthly apartment rent
and utilities.

Section 2: Admission Skills Required

Prior to consideration for admission to any Comrhutintegration service youtMUST be able to
evidence the ability to perform basic life skill§hese skills, at a minimum, shall include:

* Preparing meals
e Doing laundry
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e Maintaining a clean, orderly and safe living space

» Living cooperatively with other housemates or nbigis

» Handling landlord/tenant complaints

» Controlling guests’ behavior

» Handling basic maintenance, simple repairs, andtoosall the landlord about problems

» Developing and following a budget

» Use of leisure time

» Obtaining and using transportation to access neesieairces

» Identify safe and affordable housing, negotiateeasé, present oneself to a landlord, prevent
actions that might lead to an eviction and undedstandlord/tenant rights and responsibilities

Section 3: Community Integration Program Staffing

Staff must meet the qualifications and responsiedi as set forth in this document. Written job
descriptions shall be developed for all staff araintained on site where personnel functions argechr

out.

Section 3.1; Administrator

e Qualifications

0]
0]
0]

The administrator shall have a Bachelor's degreepior administrative experience.
Shall not be a person restricted from working wibtlith as defined bi{.S.A. 65-516
Shall have a working knowledge of adolescent dgarabmt principles.

* Responsibilities

(0]

Shall be responsible for working with, supervisiagd training other staff (e.g.,
Community Integration Specialist) who are workindgthwyouth in the community
integration program.

Section 3.2: Community Integration Specialist

e Qualifications

(0]

o

o

The Community Integration Specialist shall havieast a bachelor's degree in one of the
human service fields (social work, psychology, hontevelopment and family life,
criminal justice, counseling, nursing or educatiamd have a working knowledge of
adolescent development principles.

Shall be at least twenty-one (21) years of ageaahehst three years older than the oldest
youth served.

Shall not be a person restricted from working wibtlith as defined bit.S.A. 65-516

» Responsibilities

o

O O0OO0OO0O0Oo

o

Service Access plan development, review, and dpwsdmt of collaborations with
community-based service providers.

Shall be responsible for any monitoring of youthidties as required.

Shall inspect youth’s apartment as needed to inbereafety and security of youth.
Shall coordinate or provide alternative transpaitats deemed necessary.

Shall complete paperwork or reports to referringray as required.

Shall work shifts and or be on-call 24 hours a diaya rotating basis.

Shall be responsible for the day-to-day modelinglifef skills (e.g., assertiveness,
communication, conflict management, problem solvamg decision making).

Shall monitor youth’s daily life skills and providgpropriate feedback.

Shall review bank statements, check stubs, etmsiare youth’s adherence to savings
requirements
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Section 4: Staff In-Service Training

Each provider must have an in-service orientatiaiming program for new employees, which is
especially directed toward the initial training dseof staff working directly with youth in a CIP.
Documentation of completion of orientation trainimmyist be kept in the staff member’s personnel file.
The in-service orientation program shall providetten documentation that all staff is oriented he t
following:

» Agency policy and procedure manual

» Facility emergency and evacuation procedures (cattes site only)
» Emergency safety interventions

» The handling of blood borne pathogens

» Agency discipline standards

» Abuse/neglect mandatory reporting laws

» Youth record documentation policies and procedures
» Policies and procedures for youth medication mamege
* Resident rights

» Confidentiality laws

e Training in CPF/First Aid within 3 months of emplagnt
» De-escalation techniques

Each provider shall also have a written annuaf sta$ervice training plan, which addresses theuahn
training needs of all staff having direct contadthwyouth. All CIP staff shall have a minimum afrfy
(40) documented clock hours of in-service trainjpgy year in the years subsequent to the initial
orientation training. Documentation shall be pded in each staff member’s personnel record tadel
content, amount of time, trainer, and his/her digaliions. Topics shall include but are not lirdite:

* CPR and First Aid

» Blood borne pathogens

* Medications

» Emergency safety interventions

» Substance use disorder patterns

» Adolescent development (including developmentabrdisrs)

» Adolescent psychopathology (including such topics effects of abuse/neglect, reactive
attachment disorders, separation anxiety disordéds|D)

» Childhood and adolescent sexuality issues, esphetha effects of early sexual abuse

» De-escalation techniques

Section 5: Placements

Community Integration placements may be offereduph a variety of residential living arrangements
where youth have the opportunity to evidence inddpat living skills with decreasing degrees of
supervision. Residential living arrangements nmajuide apartments within one building or scattesigel
housing. Scattered site housing is dwellings (@gartments, town homes, duplexes) that are typica
located in the same neighborhood.

Section 5.1: General Requirements
All youth in community integration placements must:

» Be atleast 16 years of age
« Be working full or part-time
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* Be working towards a diploma or equivalent (if abtady obtained)
» Have demonstrated the ability to perform life skill

Section 5.2: Home Furnishings/Services

The provider shall make available certain artidlad supplies for furnishing the youths residentbe
articles and supplies may be new or used, but beigt good condition. The articles and suppliestmu
include, but are not limited to:

* Abed and bed linens

» Adining table and chairs

e Living or sitting room furniture

» A stove and refrigerator

» Kitchen furnishings (e.g., pots, pans, cooking aating utensils)

» Basic cleaning supplies

e Landline telephone

» Utilities (e.g., water, trash, electricity, gas)

e Access to laundry services

* Food in sufficient quantity to provide at leasteta(3) nutritionally balanced meals per day (Food
costs included in room and board, youth to be nesipte for shopping and food preparation)

» Kitchen and bath linens

» Entertainment equipment (e.g., television, sterédeo games) are optional, if not provided,
youth should be provided the opportunity to purehéisese items when they are financially
capable

» Emergency transportation when routine transportataot available
» Review of youth’s financial records (e.g., banktestgents, check stubs) to monitor youth’s
money management skills

Section 5.3: Positive and Realistic Living Expeginces

Youth are further prepared for adulthood by beirrgvigled a realistic living experience, through
community integration placements in which they dake increasing responsibility for themselves.
Elements of those living experiences include, lpetret limited to, the following:

» Direct experience with the consequences of datipas and decisions

» Life skills practice while having access to staff support and advice

» Use emergency medical procedures

» Negotiating a rental agreement

» Practice in money management and budgeting and

» Experience in shopping, food preparation, foodagger and consumer skills

These experiences must also be tailored to a y®uatirrent level of functioning. Additional expearées
and opportunities may be introduced as a youtlilslskel increases and more complex opportunities
desired.

Section 5.4: Placement Supervision

All youth in community integration placements shiadlve twenty-four (24) hour telephone access to
community integration staff and an alternate plagetin the event the community integration placemen
is unsuccessful. Community Integration staff skallluate, at a minimum, the youth'’s:

» Safety, health, and overall well-being
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» Ability to manage school and work responsibilitiéghout daily supervision
» Ability to follow program and landlord rules

» Ability to use good judgment in daily activitieschn

» Overall progress toward established goals andetksintcomes

The frequency of contact may vary due to many fact@.g., readiness for independence; living
arrangements chosen; presence or availability berotadults; other factors unforeseen until after
placement). The following contact schedule, atiaimum, shall be utilized during the first eight) (8
weeks in placement. In person contacts are to beeigouth’s apartment.

+  1"Week
o Daily Phone Contact and minimum of 1 in person aont
«  2"through 4 Weeks
o0 Twice a Week Phone Contact and minimum of 1 inqgremontact
« 5" through & Weeks
0 Once a Week Phone Contact and minimum of 1 in persatact
« After the eighth (8) week, contact must occur no less often than amamonth and the
Community Integration Specialist and referring agermmust reconvene to determine the
necessity of the youth’s continued placement.

Section 5.5: Placement Agreement

A Placement Agreememhust be completed between the CIP and the refeagmgmcy. A copy of the
Placement Agreement must be kept in the youtteésdfiithe facility.

The initial service authorization period for a Gifay will be for 90 days. Service extensions hélfor a
period of time not to exceed 60 days, and will Rangined by the youth’s custodial case manager to
ensure the youth is receiving the services theyl neeeintegrate into the community. The youth may
continue receiving services in the CIP facilitylasg as they continue to require this level of case
determined by the youth’s custodial case manager.

Section 6: Service/Supports

Youth in community integration placements may needess to supportive services including but not
limited to the following categories:

* Mental health services, including treatment to addisexual issues if needed
* Alcohol and substance use disorder treatment svic

» Educational/vocational support services

* Individual counseling

» Pro-social recreational activities

» Preventative, routine and emergency health care

* Routine transportation

Section 6.1: Accessing Outpatient Mental Health/Swudtance Use Disorder Services

Only Outpatient Mental Health/Substance Use Disosgevices are allowed while a youth is residing in

an out of home placement (excluding PRTF placemelfitputpatient services are needed, the provider
shall coordinate assessments and services throlfh I&havioral health managed care program
associates of the Prepaid Ambulatory Health PlakHf® and/or of the Prepaid Inpatient Health Plan

(PIHP). The PAHP and PIHP associates will determine the,typgequency and duration of services

required to meet the individualized Mental Healtli&ance Use Disorder needs of each youth.
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Upon admission or during the course of the yougihay, if the youth begins to exhibit behavior/needs
which cannot be addressed by the placement ordhroutpatient services, the provider shall collater
with the custodial case manager to obtain an apjatepscreen/assessment to determine the level of
services required.

If the youth is receiving Mental Health/Substancee Disorder services from a PAHP or PIHP associate,
including a community mental health center or irefefent practitioner, at the time of admission, the
youth may continue services by the same providerdimtain continuity of service.

Providers may employ, contract or otherwise partvigr associates of the PAHP and/or PIHP to provide
Outpatient Mental Health/Substance Use Disordetices to youth residing at the program.

Providers shall not prohibit the youth’s ability tequest or receive services from any willing pdevi
who are authorized associates of the PAHP or PIHP.

Section 7: Service Access Planning

Initial Assessment:

The admission service access request provided éyraferring agency shall constitute the initial
assessment.

Additional Assessments:

The Community Integration Specialist may adminisiferskills assessments as needed to furtherifgent
needs to be addressed in the service access plan.

Plan requirements:

Each youth residing in a CIP must have a servicesscplan based on needs identified by the provider
and the referring agency. Any assessment documands be included in the case record. The service
plan shall be established by the end of 3 workiagsdrom admission. Service plans should be uddate

whenever new needs are identified or when goalsnagte Service plans should be reviewed and

revisions made at least every 30 days.

The service plan shall include:

» Long-term goals in the areas of physical healthilfarelations, daily living skills, academic
and/or vocational skills, interpersonal relationshd emotional/psychological health as
appropriate.

» Short-term goals that help the youth reach hidbveg-term goals in the areas identified above.

» Estimated time for reaching short-term goals.

* Youth’s signature indicating his/her participatiarthe development of the service plan.

The service plan shall be reviewed, revised, amdiith@nted in a progress report at least every 36 logy
the facility. Information obtained from the youtparent, guardian, referring agency, employers or
service providers shall be considered in the report

Section 7.1: Discharge/Aftercare Plan

Discharge planning shall begin upon admission efytbuth to community integration. At a minimum,

the youth, youth’s parent or guardian (if appramjaand the referring agency should be involved in
planning the discharge of a youth. A dischargersany shall be completed at the time of the youth'’s
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discharge. This shall include goals that the ydwdk achieved and any identified plans for aftercar
Written recommendations for aftercare shall be made should specify the nature, frequency, and
duration or services recommended for the youthe flan shall also identify the parties responsibte
specific aftercare services.

Section 8: Resident's Rights

The staff of the facility shall allow privacy fomeh youth. The facility’'s space and furnishingalshe
designed and planned with respect for the residetght to privacy. The facility's design shalkal
provide supervision according to the ages and nekttie residents. Each resident shall have & quéa
where they can withdraw from the group when appabgr

Contacts between the resident and their parentsfigmashall be allowed while the resident is inecar
unless the rights of the parents have been terednby court order or family contact is not in the
resident’s best interest. The frequency of conshetl be determined by the needs of the residedt a
his/her family or guardians per program plan regmients.

The facility shall have clearly written policiesgerding visits, gifts, mail, E-mail and telephone
(including cell phone) calls between the residamt their family, or guardian. These policies shol
made known to the resident and his/her family/giaardt or prior to admission.

Residents shall be allowed to send and receive aml have telephone conversations with family
members/guardians unless it is not in the bestastef the youth, the safety and security of fggibr if
a court order necessitates restrictions.

If restrictions on communications or visits are emsary these shall be documented in the youths file
The youth’s custodial case manager must be notifiedny new restrictions to communications or
visitation implemented by the facility prior to itaplementation.

A resident shall be allowed to bring personal pssieas to the facility and may acquire other paseas

in accordance with the policies of the facilityidPrto admission, information shall be made avéadab
the youth and their parents/guardians concerningt \whssessions a youth may bring to the faciliy an
the kinds of gifts they may receive. Possessiafgch a youth cannot have or receive at the fagilit
shall be specified in writing and distributed te §outh and their parents/guardians.

Discipline at the facility shall be consistent amat be physically or emotionally damaging. Youtlalsh
not be subjected to cruel, severe, unusual, oragssary punishment. Youth shall not be subjeaied t
remarks that belittle or ridicule them or their faes. Residents shall not be denied food, mailisits
with their families as punishment. Seclusion shall be utilized as a disciplinary measure. Om&ffs
members shall discipline residents.

Section 9: Record Keeping Requirements for the FEdity

Section 9.1: Chart Documentation

A dated record of daily observations and significaecurrences involving each youth shall be
maintained. The record shall include events, winnzty affect the well-being of the youth. The recor
shall be available for review. Each report shallide the date and time of occurrence, the staffiber
and/or youth involved, the nature of the incidemd ¢he circumstances surrounding it.

Section 9.2: Weekly Progress Notes

Notes shall be completed by the Community Integrapecialist and staff providing services. These
notes must be entered into the youth’s chart, ¢iifig the delivery of services according to thegpam
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plan. This documentation must address the you#tsponses to interventions and the progress of the
youth on individualized goals and objectives. Time should include any significant events that
occurred during the week and should also summaoméacts with family members and other involved
agencies. If an unmet need is identified, the naiet reflect the actions to be taken to reviseptha for

the youth to meet that need.

Section 9.3 Health Records

Records of medications shall be kept in each ysuth'se medical record and include: the name of the
prescribing physician, the name of the medicatthe, dosage prescribed, the medication schedule, the
purpose of the medication, noted side effects,didite of the prescription, and the date prescribed b
physician. A record of medication given, amoutidite and time, and person dispensing shall be
recorded. All doctor and dental visits, major élises, and accidents shall be recorded. Mentdhhea
appointments shall also be specifically documerited youth's medical record. This provides for a
complete Health record for the youth and their famivhich documents the frequency of the youth’s
mental health treatment.

Section 9.4: 15 and 30-Day Progress Reports

Within the first 15 days of the youth’s admissiam the CIP program the Community Integration
Specialist shall provide written placement recomdagions to the youth’s custodial case managers as
well as an update on the youth’s progress. Tiperieshall be placed in the youth’s file. Thirtyyda
progress reports shall document progress on spegtifirt-term goals, describe significant revisioms
goals and strategies, and specify any new progi@eits gand strategies during the period covered. The
30-day progress reports shall summarize progredshate changes regarding long-term placement and
program goals and shall also be placed in the y®fite.

Section 9.5: Permanency Planning

Includes the evaluation and design of an approacthe youth and family that focuses on opportesiti
for the youth to have ongoing active and meaningfuinections with family, kin, relatives, and the
community. The goal for achieving permanency shallcoordinated with the youth’s custodial case
manager. The permanency plan shall include siestegnd tasks to accomplish the youth’s goals.
Behaviors which place the youth at risk for disiapt activities to prepare the youth’s family onghip
network for reunification, identification of othégss restrictive living environments and preparihg
youth for transition to these settings shall berassed.

Section 9.6: Record Retention
Case records, including medical records, shall léntained 6 years from the date of the youth’s
discharge or until completion of an on-going awatil production of a final audit report, whichever i

longer.

Section 10: Special Circumstances Affecting YoutmiResidential Placement

Section 10.1: Time Out

A procedure used to assist the individual to regamotional control by removing the individual frdris
or her immediate environment and restricting thiivilual to a quiet area or unlocked quiet room.

Application of time out:
1. Aresident in time out must never be physicallypréged from leaving the time out area.
2. Time out may take place away from the area of agtor from other residents.
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3. Staff must monitor the resident while he or shia isme out.
Section 10.2: Emergency safety intervention

An emergency safety intervention must be perforrmeda manner that is safe, proportionate, and
appropriate to the severity of the behavior, amdrsident's chronological and developmental dge, s
gender, physical, medical, psychiatric conditiamj @ersonal history.

The use of emergency safety interventions must dxdomned only through the use of nationally
recognized restraint procedures applicable togbulation designed to prevent a resident from raym
self or others by exerting external control oveygital movement.

Physical restraint is the application of physiaaicé without any mechanical device, for the purpaise
restricting the free movement of a resident's bodhysical restraint should be used only as last
resort after all verbal de-escalation techniques ha failed and when the resident is at-risk of
harming themselves or others.

Mechanical restraint is the use of mechanical @esvto restrict the free movement of the residditdy,
most often for purposes of preventing self-desivadbehavior. Mechanical restraints are not allowed
in CIP services.

Each facility must have a written restraint poleyd all staff must be trained to provide safe ptalsi
restraints in the event of an emergency safetyvatgion. Staff must be trained in authorized, lwel
recognized training programs for managing aggresbiahavior. Staff training records must be kept as
part of the staff member’s personnel file and mastmade available upon request. At the time of
admission to a facility, the resident and parer/dian must be oriented to the restraint policiethe
facility and must sign a written acknowledgmenthis orientation. This written acknowledgment shal
be kept in the client’s case record.

Section 10.3: Abuse/Neglect Reporting

Physical Abuse means the infliction of physicalrhamn a child or the causation of a child's deteation,
or the likelihood of harm or deterioratidn.A.R. 30-46-10

Sexual Abuse means any contact or interaction avithild in which the child is being used for thessd
stimulation of the perpetrator, the child, or amottperson. Sexual abuse shall include allowing,
permitting, or encouraging a child to engage inspitation or to be photographed, filmed, or depici®
obscene or pornographic material. Contact soletyéen children shall meet the criteria only if the
contact also involves force, intimidation, diffecenin maturity, or coerciorK.A.R. 30-46-10

Mental or Emotional Abuse means the infliction aémtal or emotional harm to a child or the causation
of a child's deterioration. This term may inclutdat shall not be limited to, maltreatment or eialiion
of a child to the extent the child's health is ljki® be harmed.

This term may include the following:

1. terrorizing a child, by creating a climate of fearengaging in violent or threatening behavior
toward the child or toward others in the child'egence that demonstrates a flagrant disregard for
the child;

2. emotionally abandoning a child, by being psychatatly unavailable to the child, demonstrating
no attachment to the child, or failing to providkeguate nurturance of the child;

3. corrupting a child, by teaching or rewarding thédcFor unlawful, antisocial, or sexually mature
behaviors.K.A.R. 30-46-10

Neglect means any act or omission by a parent,dgaaor person responsible for the care of a child
resulting in harm to a child or presenting a liketid of harm and the acts or omissions are nosdiedy
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to the lack of financial means of a child's pamnbther custodian. Neglect may include but, shailbe
limited to:

1. failure to provide the child with food, clothingr, shelter necessary to sustain the life or hedlth o
the child;

2. failure to provide adequate supervision of a cluidto remove a child from a situation that
requires judgment or actions beyond the child'ell@f maturity, physical condition, or mental
abilities and that result in bodily injury or thikdlihood of harm to the child; or

3. failure to use resources available to treat a diagd medical condition if the treatment will make
the child substantially more comfortable, reducénpend suffering, correct or substantially
diminish a crippling condition, or prevent the cdimh from worsening. A parent legitimately
practicing religious beliefs who does not provigedfied medical treatment for a child because
of religious beliefs shall not for that reason besidered a negligent parekitS.A. 38-2202(t)

Section 10.4: Mandated Reporters

Mandated reporters must report all withessed qoestted abuse/neglect to SRS through the SRS Kansas
Abuse/Neglect Hotline.

K.S.A. 38-2223states that when any of the following personsreason to suspect that a child has been
harmed as a result of physical, mental or emotiatalse or neglect or sexual abuse, the person shall
report the matter promptly:

A. The following persons providing medical care oratment: Persons licensed to practice the
healing arts, dentistry and optometry; persons @edjain postgraduate training programs
approved by the state board of healing arts; legrzofessional or practical nurses; and chief
administrative officers of medical care facilities;

B. The following persons licensed by the state to ipl@vmental health services: Licensed
psychologists, licensed masters level psycholqgitsnsed clinical psychotherapists, licensed
social workers, licensed marriage and family thestap licensed clinical marriage and family
therapists, licensed professional counselors, diegnclinical professional counselors and
registered alcohol and drug abuse counselors;

C. Teachers, school administrators or other emplogées educational institution which the child
is attending and persons licensed by the secrefdrgalth and environment to provide child care
services or the employees of persons so licens#tegblace where the child care services are
being provided to the child; and

D. Firefighters, emergency medical services persofamslenforcement officers, juvenile intake and
assessment workers, court services officers andneonity corrections officers, case managers
appointed undeiK.S.A. 23-1001et seq., and amendments thereto, and mediatooéndgg under
K.S.A. 23-602 and amendments thereto.

Abuse/neglect reported or witnessed in any Commulmtegration Program must be immediately
reported to the youth’s custodial case managerSi@ through the SRS Kansas Abuse/Neglect Hotline
(1-800-922-5330). The Abuse/Neglect Hotline nunhbast be posted in a prominent place in the facility
Any employee of the facility who witnesses or healbsut the abuse/neglect of a resident within that
facility is to notify the Director of the facilitimmediately, except in cases where the allegedepetor

is the facility Director. The facility Director isesponsible to see to it that all cases of abegint are
reported to them and are passed on to the residdemstodial case manager and SRS through the SRS
Kansas Abuse/Neglect Hotline. At no time shall éldeninistration of a program in which abuse/neglect
has allegedly occurred interfere or otherwise giteim alter the report of an abuse/neglect clairderiay

an employee of that facility.
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Section 10.5: Critical Incident

A Critical Incident is an occurrence that requitiess provider to make a response that is not aghdte
program’s ordinary daily routine.

Section 10.6: Critical Incident Reporting

Critical incidents are to be reported to the yosithustodial case manager and the youth’s parent or
guardian when appropriate.

"Each CIP provider shall develop an internal predes obtaining on-call/emergency contact informati
for all custodial case managers in the event afraargency or critical incident."

The following critical incidents should be verballgported immediately with a written report to the
custodial case manager within 24 hours of the eypl#ase refer to the following definitions for
clarification):

» Attempted suicide The attempt to intentionally kill oneself and taiempt caused injury or
could have resulted in serious injury or deathoif shetected.

» Suicide Intentionally killing oneself.

* Homicide: The killing of one person by another.

» Other death: Accidental death or death from natural causesath.

» Assault/Battery: Verbally creating fear of bodily harm and/or tt&using bodily harm against
another person.

» Sexual misconduct Any sexual conduct between youth or between yamith staff/volunteers.
Sexual conduct includes the intentional touchingaabther person’s intimate parts, or the
clothing covering the immediate area of the intienparts, committed with sexual or aggressive
intent.

» Alleged maltreatment of youth Any act or situation of abuse and/or neglectdeBned by
K.A.R. 30-46-10

» Serious youth injury/illness Any youth illness that requires the youth to hEspitalized or
receive significant medical treatment. Significargdical treatment is treatment that could not be
handled by a trained health care person outsitleedfiospital or clinical setting.

» Serious infectious diseaseéDiseases such as, but not limited to TB, HegafitB/C, or a serious
sexually transmitted disease as tracked by thee€ &t Disease Control (CDC). This only needs
to be reported if there is a threat of transmissibine disease to staff or other youth.

» Riot/Hostage situation Any disturbance by three or more youth that sl disturbs the
operation of a facility, jeopardizes the controbofarea, threatens violence against or destruction
of property, or results in significant property dage or personal injury to youth or staff.
Includes any hostage situation.

» Natural disaster. Acts of nature which cause personal injury tdfstad/or youth or which
causes structural damage to the physical strubtrsing youth.

« AWOL: A youth’s departure from a placement or supeoviswithout lawful authority, as
defined byK.S.A. 75-712f This also includes youth while on a supervisedgofunds setting
(i.e. transports, hospital, and medical visits)ep®&ted verbally to law enforcement and the
custodial case manager immediately with a writegort to the custodial case manager within 24
hours of the event. An immediate verbal notificatie to be made to law enforcement and to the
custodial case manager when the youth returnslocased.

e Other: Any action or situation which would require a pesse by law enforcement, the fire
department, an ambulance or another emergencymespgwovider. Incidents in this category
would also include any incident not reported in theo category and have the potential for
significant media coverage.
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If the critical incident involves abuse or neglettie facility must also follow mandated reporting
requirements.

All facilities must have procedures for reportingtical incidents to administrative staff and rediog
critical incidents in the resident files. An adisirative file of critical incidents must be kept facility.

An administrative file shall be kept by the fagildocumenting critical incidents that is separatenfthe
documentation in the youth's file.
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DETENTION STANDARDS

4.1 DETENTION

Standards and Guidelines
Definition

A detention center is a physically secure, restediacility designed for alleged or adjudicatediyo(10-
18 years) who require a secure temporary facility.

Documentation

» Detention center license

e Court order detaining youth as pérs.A. 38-1640
* Placement Agreement

e Case logs

» Written critical incident reports

» Health records

» Social service plans

e Personnel records

* In-service training and consultation hours forfstaf
* Time sheets

»  Written quarterly reports

» Discharge summary

Minimum Qualifications

Licensure by the Kansas Department of Health andvionment as a detention center.
Duties

» Situational training

« Dalily living services

» Situational counseling

» School/work liaison

» Service coordination

» Establishment and monitoring of treatment goals

» Appropriate educational plan

» Tutoring

» Transportation for court appearance, medical, gayit appointmerst

Abuse/Neglect Reporting

Physical Abuse means the infliction of physicalrhamn a child or the causation of a child's deteation,
or the likelihood of harm or deterioratidn.A.R. 30-46-10

Sexual Abuse means any contact or interaction avithild in which the child is being used for thessd
stimulation of the perpetrator, the child, or amottperson. Sexual abuse shall include allowing,
permitting, or encouraging a child to engage institation or to be photographed, filmed, or depicie
obscene or pornographic material. Contact soletyvéen children shall meet the criteria only if the
contact also involves force, intimidation, diffecenin maturity, or coerciorK.A.R. 30-46-10
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Mental or Emotional Abuse means the infliction aémtal or emotional harm to a child or the causation
of a child's deterioration. This term may inclutdat shall not be limited to, maltreatment or eigliion
of a child to the extent the child's health is ljki® be harmed.

This term may include the following:

1. terrorizing a child, by creating a climate of fearengaging in violent or threatening behavior
toward the child or toward others in the child'egence that demonstrates a flagrant disregard for
the child;

2. emotionally abandoning a child, by being psychatatly unavailable to the child, demonstrating
no attachment to the child, or failing to providkguate nurturance of the child;

3. corrupting a child, by teaching or rewarding thédcfor unlawful, antisocial, or sexually mature
behaviors.K.A.R. 30-46-10

Neglect means any act or omission by a parent,dgaaor person responsible for the care of a child
resulting in harm to a child or presenting a liketid of harm and the acts or omissions are nosdiedy

to the lack of financial means of a child's pamnbther custodian. Neglect may include but, shailbe
limited to:

1. failure to provide the child with food, clothing; shelter necessary to sustain the life or hedlth o
the child;

2. failure to provide adequate supervision of a cluidto remove a child from a situation that
requires judgment or actions beyond the child'ell@f maturity, physical condition, or mental
abilities and that result in bodily injury or thikdlihood of harm to the child; or

3. failure to use resources available to treat a diagd medical condition if the treatment will make
the child substantially more comfortable, reducénpend suffering, correct or substantially
diminish a crippling condition, or prevent the cdimh from worsening. A parent legitimately
practicing religious beliefs who does not provigedfied medical treatment for a child because
of religious beliefs shall not for that reason besidered a negligent parekitS.A. 38-2202(t).

Mandated Reporters:

Mandated reporters must report all witnessed goextted abuse/neglect to SRS through the SRS Kansas
Abuse/Neglect Hotline.

K.S.A. 38-2223states that when any of the following personsrbason to suspect that a child has been
harmed as a result of physical, mental or emotiatalse or neglect or sexual abuse, the person shall
report the matter promptly:

A. The following persons providing medical care oratment: Persons licensed to practice the
healing arts, dentistry and optometry; persons g@egjain postgraduate training programs
approved by the state board of healing arts; liegrzofessional or practical nurses; and chief
administrative officers of medical care facilities;

B. The following persons licensed by the state to ipl®vmental health services: Licensed
psychologists, licensed masters level psycholagigtsnsed clinical psychotherapists, licensed
social workers, licensed marriage and family thestap licensed clinical marriage and family
therapists, licensed professional counselors, diegnclinical professional counselors and
registered alcohol and drug abuse counselors;

C. Teachers, school administrators or other emplogées educational institution which the child

is attending and persons licensed by the secrefdrgalth and environment to provide child care
services or the employees of persons so licens#tegblace where the child care services are
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being provided to the child; and

D. Firefighters, emergency medical services persofamslenforcement officers, juvenile intake and
assessment workers, court services officers andneonity corrections officers, case managers
appointed undeiK.S.A. 23-1001et seq., and amendments thereto, and mediatooéngg under
K.S.A. 23-602 and amendments thereto.

Abuse/neglect reported or witnessed in any Deterd@nter must be immediately reported to the yauth’
custodial case manager and SRS through the SRS admise/Neglect Hotline (1-800-922-5330). The
Abuse/Neglect Hotline number must be posted incanprent place in the facility. Any employee of the
facility who witnesses or hears about the abusédnegf a resident within that facility is to natithe
Director of the facility immediately, except in easwhere the alleged perpetrator is the facilityeEtor.

The facility Director is responsible to see tdhiatt all cases of abuse/neglect are reported to dretrare
passed on to the resident’s custodial case maragkISRS through the SRS Kansas Abuse/Neglect
Hotline. At no time shall the administration of bgram in which abuse/neglect has allegedly ocdurre
interfere or otherwise attempt to alter the repdran abuse/neglect claim made by an employeeadf th
facility.

Critical Incident :

A Critical Incident is an occurrence that requities provider to make a response that is not aghdhe
program’s ordinary daily routine.

Critical Incident Reporting:

Critical incidents are to be reported to the yositbustodial case manager and the youth’s parent or
guardian when appropriate.

"Each facility shall develop an internal process dbtaining on-call/emergency contact information f
all custodial case managers in the event of angeney or critical incident.”

The following critical incidents should be verballgported immediately with a written report to the
custodial case manager within 24 hours of the eypl#ase refer to the following definitions for
clarification):

» Attempted suicide The attempt to intentionally kill oneself and tahiempt caused injury or
could have resulted in serious injury or deathoif shetected.

» Suicide Intentionally killing oneself.

* Homicide: The killing of one person by another.

» Other death: Accidental death or death from natural causesath.

» Assault/Battery: Verbally creating fear of bodily harm and/or tt&using bodily harm against
another person.

» Sexual misconduct Any sexual conduct between youth or between yauith staff/volunteers.
Sexual conduct includes the intentional touchingaabther person’s intimate parts, or the
clothing covering the immediate area of the intinparts, committed with sexual or aggressive
intent.

» Alleged maltreatment of youth Any act or situation of abuse and/or neglectdeBned by
K.A.R. 30-46-10

e Serious youth injury/illness Any youth iliness that requires the youth to hmspitalized or
receive significant medical treatment. Significargdical treatment is treatment that could not be
handled by a trained health care person outsitteedfiospital or clinical setting.

» Serious infectious diseaséDiseases such as, but not limited to TB, HegafitB/C, or a serious
sexually transmitted disease as tracked by thee€ &t Disease Control (CDC). This only needs
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to be reported if there is a threat of transmissibine disease to staff or other youth.

* Riot/Hostage situation Any disturbance by three or more youth that sesfip disturbs the
operation of a facility, jeopardizes the controbofarea, threatens violence against or destruction
of property, or results in significant property dage or personal injury to youth or staff.
Includes any hostage situation.

» Natural disaster. Acts of nature which cause personal injury tdfstad/or youth or which
causes structural damage to the physical strubtrsing youth.

« AWOL: A youth’s departure from a placement or supeoviswithout lawful authority, as
defined byK.S.A. 75-712f This also includes youth while on a supervisedgofunds setting
(i.e. transports, hospital, and medical visits)ep&ted verbally to law enforcement and the
custodial case manager immediately with a writegort to the custodial case manager within 24
hours of the event. An immediate verbal notificatie to be made to law enforcement and to the
custodial case manager when the youth returnslocased.

» Other: Any action or situation which would require a pesse by law enforcement, the fire
department, an ambulance or another emergencymespgmovider. Incidents in this category
would also include any incident not reported in theo category and have the potential for
significant media coverage.

If the critical incident involves abuse or negletite facility must also follow mandated reporting
requirements.

All facilities must have procedures for reportingtical incidents to administrative staff and rediog
critical incidents in the resident files. An adistmative file of critical incidents must be kept facility.

An administrative file shall be kept by the fagildocumenting critical incidents that is separabenfthe
documentation in the youth'’s file.

Expected Outcomes

e One hundred percent (100%) of youth maintainedseaire setting safely.

* Ninety eight percent (98%) of youth maintained Wilve no confirmed abuse.

* Ninety eight percent (98%) of youth maintained wibt experience a runaway.

* Ninety eight percent (98%) of youth maintained witlt have an unexcused absence from their
education facility.

JJA Provider Handbook (Revised 6/24/2011) 123



Return to
Table of Contents

Psychiatric Residential Treatment Facility
Service Standards Manual Volume 2
Effective: September 1, 2009

Department of Social and Rehabilitation Services
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The purpose of these standards is to define themmim programmatic requirements that must be met by
any organization approved or seeking SRS apprevalmsychiatric residential treatment facility (FRT

A PRTF provides comprehensive mental health tremttioechildren and adolescents (youth) who, due to
mental illness, substance abuse, or severe embtimtarbance, are in need of treatment that cast mo
effectively be provided in a psychiatric resideintiaatment facility. All other ambulatory care oesces
available in the community have been identifiedd ah not accessed, determined to not meet the
immediate treatment needs of the youth. PRTF prograre designed to offer a short term, intense,
focused mental health treatment program to proractaccessful return of the youth to the community.
Specific outcomes of the mental health servicekd®the youth returning to the youth’s familytor
another less restrictive community living situatias soon as clinically possible and when treatrimeat
PRTF is no longer medically necessary. The redigetmeatment facility is expected to work actively
with the family, other agencies, and the commundyoffer strengths-based, culturally competent,
medically appropriate treatment designed to meetitidividual needs of the youth including those
identified with emotional and behavioral issues.

The following Center for Medicaid Services (CMSyuéations were considered critical in developing th

attached set of draft regulations for psychiateisidential facilities: 42 CFR 8441.151 through 8482
of Subpart D of the Federal code.
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DEFINITIONS

Absent day: If a resident is not at the facility at the evenicensus taken at 11:59 pm the resident is
considered absent for that day. Therefore, theFPiRa&y not bill for that day unless the absencebleas
pre-approved as outlined and within the limitshef Btate’s absentee (reserve day) policy.

CBST (Community-Based Service Team):an individualized team established to accessitedrate
community resources to meet the youth’s mentaltheededs in the least restrictive environmenthe T
CBST is comprised of the resident (as appropriate)responsible family member/guardian, a
knowledgeable representative from the Community teleidealth Center (CMHC), other clinicians, the
custodial case manager, and any other individuatsidered to be helpful in determining how to best
help the youth.

Centers for Medicare and Medicaid Services (CMS)is the agency of the Federal Department of
Health and Human Services responsible for the adtration of the Medicaid program.

Certification/Recertification of need: is the assessment and documentation that certifiedical
necessity for psychiatric residential treatmentises. (See 42 C.F.R.441.152)

Direct Care Staff All direct care staff must meet the following régments: Be 21 years of age or older
and at least three years older than the oldesienesand have a high school diploma or its equntale
Direct care staff are appropriately trained anghoesible for basic interactive care such as sugiervi
daily living care and mentoring of the residentsd assisting in the implementation of the plan akca
that is within their scope of practice.

Emergency safety intervention:means the use of restraint or seclusion as an diateeresponse to an
emergency safety situation.

Emergency safety situation:means unanticipated resident behavior that pldmesesident or others at
serious threat of violence or injury if no intertiem occurs and calls for an emergency safety
intervention (restraint or seclusion) as definethia section.

Executive Director or Facility Administrator : The person responsible for the administrativeragons
of the facility shall be a full-time staff persontlwa minimum of a Baccalaureate Degree, at legsa3
administrative experience.

Family: Legally recognized birth, adoptive or foster pasegrandparents, siblings, other relatives, and
legal custodians.

Hospital Leave: is an absence from the facility for more than 2dsemutive hours due to the resident
receiving acute inpatient treatment in a hospiteduding treatment in a psychiatric unit of a hitelp or

a state psychiatric hospital. If the PRTF is umatd plan for return of the resident and continue
continuity of care planning because it is unsureemwithe resident may return from the hospital the
resident should be discharged. Under no circurnegashall the PRTF bill for more than five resident
days when the resident is in the hospital.

Licensed Mental Health Professional (LMHP):is an individual who is licensed in the State afnikas
to diagnose and treat mental illness or substamgseaacting within the scope of all applicableestatvs
and their professional license. A LMHP includedividuals licensed to practice independently, sash
Licensed Psychologists, Licensed Clinical Marriagad Family Therapists, Licensed Clinical
Professional Counselors, Licensed Specialist GliniSocial Workers, or Licensed Clinical
Psychotherapists.
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A LMHP also includes individuals licensed to praetunder supervision or direction, such as: Liceénse

Marriage and Family Therapists, Licensed Profesdi@ounselors, Licensed Masters Social Workers, or
Licensed Masters Level Psychologists. Supervisioulicection must be provided by a person who is
eligible to provide Medicaid services and who ¢elised at the clinical level or is a physician.

Mechanical restraint: means any device attached or adjacent to theerg&dody that he or she cannot
easily remove that restricts freedom of movememtoomal access to his or her body.

Medical Mechanical restraint. _Mechanical interventions ordered by a physiciaad for the assistance
of healing or stabilization of physical health.

Medical necessity criteria of a PRTF:
* A substantial risk of harm to self or others, ochéld who is so unable to care for his or her
own physical health and safety as to create aatangheir life; and
» The services can reasonably be expected to impghaveecipient's condition or prevent further
regression so that the services will no longerdexed; and
« All other ambulatory care resources available andbmmunity have been identified and if not
accessed, determined to not meet the immediateneeaneeds of the youth.

Personal restraint: means the application of physical force withowt tise of any device, for the
purposes of restraining the free movement of adestis body. The term personal restraint does not
include briefly holding without undue force a residlin order to calm or comfort him or her, or hiotda
resident's hand to safely escort a resident froenawea to another.

PRTF Liaison: a designated representative of the responsible cmitynmental health center who
collaborates with the PRTF and treatment teamgistasith treatment, crisis, and discharge planning

Psychiatric Residential Treatment Facility (PRTF):is a facility that provides comprehensive inpatien

mental health treatment and/or substance abuseegfor residents with severe emotional disturbanc

substance abuse, and or mental illness that meats &d Federal participation requirements, and is

accredited by one of the following accrediting arigations:

Council on Accreditation of Rehabilitation Fac#iti (CARF);

Council on Accreditation of Services for FamiligglaChildren (COA);

The Joint Commission or;

an accrediting body approved by the Kansas HeatilicyP Authority (KHPA), Kansas

Department of Social and Rehabilitation ServiceRpand the Kansas Juvenile Justice

Authority (JJA), and

5. is licensed by the Department of Health and Emvitent and certified to participate in
Medicaid reimbursement by the Department of Sauial Rehabilitation Services.

PwnpE

Resident: Any child or youth age sixo twenty-two years oldaccepted for care and treatment in a
PRTF.

Restraint: means a “personal restraint," “"mechanicalaiestt or “"drug used as a restraint" as defined
in this section and under 483.356.

Seclusion: means the involuntary confinement of a residentainarea from which the resident is
physically prevented from leaving.

Serious _occurrence:means any significant incident or an impairmenthef physical condition of the
resident as determined by qualified medical persbniihis includes, but is not limited to, deathicide
attempts, burns, lacerations, bone fractures, antist hematoma, and injuries to internal orgartstiver
self-inflicted or inflicted by someone else.
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Staff: means those individuals with responsibility formaging a resident's health, safety and well-being,
and who are employed by the facility on a full-tirpart-time, voluntary or contract basis.

Time out/ self-selectedneans a brief voluntary time away from activitiesa period, for the purpose of

providing the resident an opportunity to regairf-sehtrol.

Treatment definitions:

Active treatment: means the implementation and supporting documientaf services outlined

in a plan of care developed by a treatment teaiilitéed by the PRTF. It includes assessment,
treatment, crisis prevention and discharge planningatment, overseen by a PRTF physician, is
designed to achieve the goal of the resident’'sessgful transition back to the community at the
earliest possible time. Treatment reviews addmassd encourage the therapeutic alliance,
collaboration on tasks and consensus on goals ®tafi, resident, resident is family, and
community partners.

Individual plan of care: is the written plan of care developed specificédl address the needs
of each resident to improve his/her condition te #ixtent that inpatient care is no longer
indicated. (See 42 C.F.R. 441.155).

Treatment team: as described by federal regulations and statedateds is responsible for
developing and reviewing the individual plan ofeeand is comprised of PRTF service providers,
resident, resident's family, Community Mental HbalCenter representative (CMHC) as
designated liaison and other community partnershe PRTF service provider facilitates the
treatment and treatment team.

Volunteer staff: means those individuals who are unpaid by theifatd augment the services provided

by the staff. Volunteer staff must be 21 yearag# or older and at least three years older theoltest
resident.
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PROGRAM DESCRIPTION STANDARDS

A. A written program description must guide the agé&noperations and delivery of services. Each
PRTF is required to develop its own policies, pthees and program description to implement
the requirements in this document. The programrgesm must be on file for review by any
federal or state agency and the facilities acdreglibody during site visits and must be submitted
annually on January 1 of each year to the Depaittwie8ocial and Rehabilitation Services and
the Juvenile Justice Authority.

B. The program description will include the facilitgciation, legal ownership, an Administration
table of organization, the philosophy, vision aridsion of the program and explain in detail how
the facility will meet the requirements in this dawent. The description will include detail
regarding the population served by the PRTF, inolwdhe number of residents served, age
groups, and other relevant characteristics of tufation. (This information can be located in
different documents and kept together in a filbeaeadily accessible during any site visit.)

C. If providing substance abuse treatment servicesitenthe PRTF must be licensed by Addiction
and Prevention Services (AAPS) to provide saidisesvemploying AAPS certified substance
abuse counselors. If sub-contracting substancseatvaatment services, the provider used must
be AAPS certified to do so. The activities incldda the service must be intended to achieve
identified plan of care goals or objectives anddesigned to achieve the resident’'s discharge
from inpatient status at the earliest possible tirBervices provided must be in accordance with
42CFR 441.154-441.156
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FEDERAL REGULATIONS AND STATE STANDARDS

This document contains language that is Federallgégn and state standards. Federal language is i
normal text. Language that is specific to KansBSPs are initalics directly under that particular
Federal RegulationThe additional requirement section is specifistate standards.

42 CFR 8441 Subpart D—Inpatient Psychiatric Service for Individuals under Age 21 in
Psychiatric Facilities or Programs

8441.151 General requirements.
(a) Inpatient psychiatric services for individuatsder age 21 must be:
(1) Provided under the direction of a physician;
(2) Provided by—
(i) A psychiatric hospital or an inpatient psychiafprogram in a hospital, accredited by
the Joint Commission on Accreditation of Healthdarganizations; or
(i) A psychiatric facility that is not a hospitahd is accredited by the Joint Commission
on Accreditation of Healthcare Organizations, them@ission on Accreditation of
Rehabilitation Facilities, the Council on Accretiba of Services for Families and
Children, or by any other accrediting organizatisith comparable standards that is
recognized by the State.
(3) Provided before the individual reaches ageo2lif the individual was receiving the services
immediately before he or she reached age 21, btferearlier of the following—
() The date the individual no longer requires $kevices; or
(ii) The date the individual reaches 22; and
(4) Certified in writing to be necessary in thetisgtin which the services will be provided (or are
being provided in emergency circumstances) in alasare with §441.152.
(b) Inpatient psychiatric services furnished in syghiatric residential treatment facility as definie
§483.352 of this chapter must satisfy all requiretmén subpart G of part 483 of this chapter goieyn
the use of restraint and seclusion.
[66 FR 7160, Jan. 22, 2001]

(1) Referenced above: Under the direction of asjdign means: Under the direction of a physician
licensed and board eligible or board certified letstate where the PRTF is located. These physicia
may be employed by or under contract with the PRTF.

The physician must provide for the clinical ovensigf all services provided by the PRTF.

A physician who is licensed and board eligible drcard certified psychiatrist (or a physician wisoniot

a psychiatrist BUT is working in conjunction with gsychologist consistent with 441.156) must be
available to oversee the medical needs of the eesithcluding medication management, plan of care
development, and can order seclusion and restnsistent with CFR 42 subpart G of part 483.

8441.152 Certification of need for services.

(a) A team specified in §441.154 must certify that—
(1) Ambulatory care resources available in the comiby do not meet the treatment needs of the
recipient;
(2) Proper treatment of the recipient's psychiatadndition requires services on an inpatient basis
under the direction of a physician; and
(3) The services can reasonably be expected toowmpthe recipient's condition or prevent
further regression so that the services will ngkrbe needed.

(b) The certification specified in this section ang441.153 satisfies the utilization control regment

for physician certification in 88456.60, 456.1608da156.360 of this subchapter.
[43 FR 45229, Sept. 29, 1978, as amended at 618BB83 July 24, 1996]
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(a) Referenced above: Certification and recerdfion of the need for services is defined in thadés
definitions section of this document. The LMHRifyéng and re-certifying the need for services thes
independent of the facility.

8441.153 Team certifying need for services.
Certification under 8441.152 must be made by tespesified as follows:
(a) For an individual who is a recipient when adeditto a facility or program, certification mustinade
by an independent team that—
(1) Includes a physician;
(2) Has competence in diagnosis and treatment otahdlness, preferably in child psychiatry;
and
(3) Has knowledge of the individual's situation.
(b) For an individual who applies for Medicaid véhiin the facility of program, the certification ntus
be—
(1) Made by the team responsible for the plan of es specified in 8441.156; and
(2) Cover any period before application for whithirns are made.
(c) For emergency admissions, the certificationtrbesmade by the team responsible for the plamai ¢
(8441.156) within 14 days after admission.

(2)(1) Referenced above: The team responsiblehtocertification and recertification of servicediviie

the LMHP certifier in conjunction with the CommuyrBased Services Team (CBST). This must include
a face-to-face assessment by an independent LMHPBertfication must occur within 90 days of
admission and within every 60 days thereafter.

8§441.154 Active treatment

Inpatient psychiatric services must involve “actitreatment”, which means implementation of a
professionally developed and supervised indivigileah of care, described in §441.155 that is—

(a) Developed and implemented no later than 14 dfigs admission; and

(b) Designed to achieve the recipient's dischamg® fnpatient status at the earliest possible time.

Active treatment will begin immediately upon adinisswith the information provided by the LMHP
doing the certification of need, CBST recommendatiand assessments performed by the PRTF. This
forms the basis for establishing the immediate pifacare and criteria for discharge.

Active treatment includes ongoing family involvemmenthe planning for and delivery of services. In
active treatment, programming is individualizedhe needs of each resident and the family to magimi
individual functioning in activities of daily livinp education, and vocational preparation.

The PRTF is expected to appropriately treat a residdocument the delivery and response to tredtmen
and provide or obtain all services the resident deewhile a resident of the facility.
Services provided by the PRTF must be built onctimepetencies of the resident and the family, while
addressing specific needs (e.g., culture, treatnhgstory, family relationships, etc.) It is expeattdat
therapeutic services are provided at a time thatdeducive for the involvement of the youth andlfam
Specific expectations include, at a minimum, ttieviing, all of which must be provided as needed an
documented in the resident’s record:

During all waking hours including evenings and werads, residents of the PRTF shall be engaged in
active treatment, this includes:
Engagement services and activities, including dtlewing:

» Engaging the resident in a purposeful, supportare] helping relationship;
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» Eliciting the residents and resident's family chesic concerning basic needs, including
determining what supports the resident needs, whaductive activities the resident desires to
engage in, and what leisure activities the residbgsires to participate in; and

» Understanding the residents personal history anithegi satisfaction or dissatisfaction with
services and treatments, including medicationst tiaae been provided to or prescribed in the
past.

Strengths assessment services and activitiesdimgjuhe following:

» |dentifying and assessing the residents wants aadls) the residents aspirations for the future,
the resources that are or might be available tot ttesident and their family, the sources of
motivation available to the resident, and the sgths and capabilities the resident possesses;

» Identifying and researching what educational andatimnal, and social resources are or might
be available to the resident and might facilitdtattresident’s treatment, and

» Identifying, researching, and understanding thewal factors that might have affected or that
might affect the residents experience with recgifisatment and other services, the effects that
these factors might have on the treatment process the ways in which these factors might be
best used to support the resident’s treatment.

Goal-planning services and activities, including flellowing:

» Helping the resident to identify, organize, andoptize the resident and resident’s family’s
personal goals and objectives with regard to treatin education and training, and community
involvement;

e Assisting and supporting the resident in choosimgl @ursuing activities consistent with
achieving those goals and objectives at a paceistamt with that residents capabilities, and
motivation;

» Teaching the resident goal-setting and problemisghskills independent living skills, social,
and self management skills;

» Identifying critical stressors that negatively affethe resident's mental status and those
interventions, coping strategies, and supportiviorgces that have been successful or helpful in
addressing or relieving those stressors in the ;past

» Develop relapse prevention strategies, includingapvaround plans and advance directives,
which the resident may utilize;

Advocacy services and activities, including théofeing:
» Coordinating the treatment and supportive effootstie resident.
» Advocating for the resident, as appropriate, in eleping goals and objectives within the
residents individualized plan of care during theause of that residents treatment, and assisting
in acquiring the resources necessary for achievimagge goals and objectives

8441.155 Individual plan of care.
(&) “Individual plan of care” means a written pldeveloped for each recipient in accordance with
§8456.180 and 456.181 of this chapter, to impragechndition to the extent that inpatient care @s n
longer necessary.
(b) The plan of care must—
(1) Be based on a diagnostic evaluation that ireduekamination of the medical, psychological,
social, behavioral and developmental aspects ofdbipient's situation and reflects the need for
inpatient psychiatric care;
(2) Be developed by a team of professionals sgetifinder §441.156 in consultation with the
recipient; and his parents, legal guardians, oersthin whose care he will be released after
discharge;
(3) State treatment objectives;
(4) Prescribe an integrated program of therapietsyities, and experiences designed to meet the
objectives; and

JJA Provider Handbook (Revised 6/24/2011) 132



Return to
Table of Contents
(5) Include, at an appropriate time, post-dischaigems and coordination of inpatient services
with partial discharge plans and related commuséywices to ensure continuity of care with the
recipient's family, school, and community upon Hege.
(c) The plan must be reviewed every 30 days bydhm specified in 8441.156 to—
(1) Determine that services being provided are erewequired on an inpatient basis, and
(2) Recommend changes in the plan as indicatechbyrdcipient's overall adjustment as an
inpatient.
(d) The development and review of the plan of @sespecified in this section satisfies the utiiat
control requirements for—
(1) Recertification under §8456.60(b), 456.1608&n) 456.360(b) of this subchapter; and
(2) Establishment and periodic review of the plécare under §8456.80, 456.180, and 456.380
of this subchapter.
[43 FR 45229, Sept. 29, 1978, as amended at 48BBR04 Oct. 1, 1981; 61 FR 38398, July 24, 1996]

(a)Referenced above: Each resident must have a wriittdividual plan of care, which is goal-
oriented and specific, describing the servicesa@iovided.
(b) Referenced above: The plan of care should;
(D)Include strengths and preferences and addrego#rer needs which have been identified,
including the assessment of trauma and family nessuand be implemented no later than
14 days after admission, or 24 hours after retugnfnrom an inpatient hospitalization or
unexcused leave of absence from the facility (3€eMH4R.441.154)
(2) Be based upon input from the Community Basgdic®s Team and community treatment
team to which the youth will be discharged.
(3) Be related to overall treatment goals that azkir the residents immediate and long range
therapeutic needs
(4) Includes criteria and plan for post dischargkigh is updated at each of the 30 day reviews
a. Discharge planning for the residents shall begirsasn as possible upon admission
to the PRTF. This process should include the CMitiEf where the youth will be
discharging to if determined, the treatment teand ather facility staff, and the
resident and their legal guardian when possibld&ie TMHC and the legal guardian
should remain in contact with the facility treatthé@am to assist in any transition
discharge planning. Discharge criteria will be &slished when writing the plan of
care
b. Prior to discharge, the PRTF shall submit documeatated to the residents care in
their facility to any mental health provider whollvie providing aftercare. The key
component on this document shall include:
» Medical needs including allergies
» Medication; dosage; clinical rationale; prescriber
« Discharge diagnosis
» Prevention plan to address symptoms of harm toosealthers
» Any other essential recommendations
» Appointments with after discharge service provietate, time, place
« Contact information for internal providers
 Contact information for CMHC/PRTF Liaisons
e CMHC Cirisis line number
 Education contact number from PRTF
c. For any resident receiving or who has received peyropic medication during their
stay the clinical rational for each medication dhla¢ clearly documented on their
psychiatric discharge summary or final evaluatioithe reason for discharge will
also be clearly stated on the discharge summaryesidents on psychotropic
medication must leave the facility with a presédptwritten for at least a 30-day
supply of medication. The residents should alagddhe facility with a minimum of
three-day’s worth of prescriptions when applicabl@he expectation is that the
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PRTF will receive notification ten days before ttidld must leave the PRTF to
ensure proper discharge planning. If the dischangest occur prior to a ten-day
notification, it is the PRTF’s responsibility in mjonction with the custodial case
manager or community case manager to ensure prppesons are notified of the
residents pending discharge, including dischargetedand assisting with
appointment setting in the community. The PRTR mnsure proper identification
of individuals who pick up the resident upon disgea

(c) Referenced above: The treatment team mustwettie plan of care within thirty days and
subsequent reviews within 30 days thereafter, ecield through documentation which meets
state and federal requirements. The plan of caré subsequent reviews support the continued
need for PRTF services and is evidenced by thécfation of the resident and, if appropriate,
one or more members of the resident’s family atagetlinical signatures.

8441.156 Team developing individual plan of care.
(&) The individual plan of care under §441.155 mstdeveloped by an interdisciplinary team of
physicians and other personnel who are employedrgrovide services to patients in, the facility.
(b) Based on education and experience, preferaloiyding competence in child psychiatry, the team
must be capable of—
(1) Assessing the recipient's immediate and lomgeatherapeutic needs, developmental
priorities, and personal strengths and liabilities;
(2) Assessing the potential resources of the recijsi family;
(3) Setting treatment objectives; and
(4) Prescribing therapeutic modalities to achidneeplan's objectives.
(c) The team must include, as a minimum, either—
(1) A Board-eligible or Board-certified psychiatris
(2) A clinical psychologist who has a doctoral degrand a physician licensed to practice
medicine or osteopathy; or
(3) A physician licensed to practice medicine oteopathy with specialized training and
experience in the diagnosis and treatment of matitmases, and a psychologist who has a
master's degree in clinical psychology or who hesnbcertified by the State or by the State
psychological association.
(d) The team must also include one of the following
(1) A psychiatric social worker.
(2) A registered nurse with specialized trainingooe year's experience in treating mentally ill
individuals.
(3) An occupational therapist who is licensed,efjuired by the State, and who has specialized
training or one year of experience in treating rakyill individuals.
(4) A psychologist who has a master's degree mcell psychology or who has been certified by
the State or by the State psychological association

(a) Referenced above: The treatment team musudacthe resident, resident’'s family, and the
Community Mental Health Center (CMHC) representativ designated liaison and LMHP.

c(3) Referenced above: Certification by the stagans licensed by the state.

8 483.356 Protection of residents.

(a) Restraint and seclusion policy for the protecof residents.
(1) Each resident has the right to be free frontragg or seclusion, of any form, used as a means
of coercion, discipline, convenience, or retaliatio
(2) An order for restraint or seclusion must notwséten as a standing order or on an as-needed
basis.
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(3) Restraint or seclusion must not result in haminjury to the resident and must be used
only—

() To ensure the safety of the resident or otltendsng an emergency safety situation;

and

(ii) Until the emergency safety situation has cedaaad the resident's safety and the

safety of others can be ensured, even if the restvaseclusion order has not expired.
(4) Restraint and seclusion must not be used shmettusly.

(b) Emergency safety intervention. An emergencegtyahtervention must be performed in a manner that
is safe, proportionate, and appropriate to therggw# the behavior, and the resident's chronalaljand
developmental age; size; gender; physical, medaadl psychiatric condition; and personal history
(including any history of physical or sexual abuse)

(c) Notification of facility policy. At admissiorthe facility must—
(1) Inform both the incoming resident and, in tlhse of a minor, the resident's parent(s) or legal
guardian(s) of the facility's policy regarding tiree of restraint or seclusion during an emergency
safety situation that may occur while the resideim the program;
(2) Communicate its restraint and seclusion palicya language that the resident, or his or her
parent(s) or legal guardian(s) understands (inodimerican Sign Language, if appropriate)
and when necessary, the facility must provide priders or translators;
(3) Obtain an acknowledgment, in writing, from tlesident, or in the case of a minor, from the
parent(s) or legal guardian(s) that he or she bas informed of the facility's policy on the use of
restraint or seclusion during an emergency safiation. Staff must file this acknowledgment
in the resident's record; and
(4) Provide a copy of the facility policy to thesigent and in the case of a minor, to the resiglent’
parent(s) or legal guardian(s).

(d) Contact information. The facility's policy muptovide contact information, including the phone
number and mailing address, for the appropriatee Rteotection and Advocacy organization.

(a) (1) Referenced above: Any type of mechanicaicdeshall not be used as a restraint
unless it meets the definition of medical mechame&sraint.

The use of restraint or seclusion should be sedeatdy when other less restrictive measures
have been found to be ineffective to protect tkaeamt or others. The facility shall
demonstrate effective treatment approaches andnaltees to the use of restraint
and/or seclusion. Active treatment does not ineltiet routine use of restraint and
seclusion.

A written plan to address the limited use of resitrand/or seclusion shall be developed by the PRTF
and be available at the request of the DepartmentSocial and Rehabilitation Services, Kansas
Department of Health and Environment, Juvenile idastAuthority, or the Kansas Health Policy

Authority.

(2)(2) Referenced above: Practices must be comsisteh CMS interpretive guidelines, therefore the
following language has been adopted.

The use of restraint (includes drugs used as aams} or seclusion must not be a planned or aptitéd
intervention. In order to ensure a resident reesiwactive treatment and is free from abuse, it is
necessary that an order be given for each instarficestraint or seclusion.

After all less restrictive measures have been gitechto end the emergency safety situation, a eesid
must be assessed by a physician, or other licemseditioner permitted by the state to order regtitaor
seclusion, who will then give a one-time order float specific resident in that particular emergency
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safety situation. Once that order has expiredn#y not be renewed on a planned, anticipated, er as
needed basis.

Drugs or medication used for standard treatmenthefresident’'s medical or psychiatric condition kha
not be considered a restraint. Standard treatnfentthe resident’'s medical condition shall mean the
following.

* Medication is used within the pharmaceutical parteng approved by the FDA and the
Manufacturer for the indications it is manufacturadd labeled to address, including
listed dosage parameters.

* The use of the medication follows national pracstandards established or recognized
by the medical community and/or professional medisaociation or organization

» The use of medication to treat a specific residentinical condition is based on the
residents symptoms, overall clinical situation, awed the physician’s or other
Independent Licensed Practitioner's knowledge & tbsident’s expected and actual
response to the medication.

* The standard use of a medication to treat the ergid condition enables the resident to
more effectively or appropriately function in thend around them than would be
possible without the use of the medication. If akierall effect of a medication is to
reduce the residents ability to effectively or apgprately interact with the world around
the resident, then the medication is not being useda standard treatment for the
resident’s condition

The use of psychopharmacological medication useexaess of the resident’s standard plan of care
should be considered a restraint. This includes:

» Drugs or medications used to control behavior @triet the individual's freedom of movement

» Drugs or medications used in excessive amounts ex¢essive frequency

» Neuroleptics, anxiolytics, antihistamines, and atgpneuroloptics, or other medications used

for calming rather than for the medication’s indied treatment
o All rules, regulations, and guidelines governin@ thse of restraints apply when these
drugs are used as a restraint

(d) Referenced above: The Kansas State ProteatidnAdvocacy Organization is the Disability Rights
Center of Kansas (DRC). Formerly known as the damsdvocacy & Protective Services (KAPS).
Disability Rights Center of Kansas (DRC)

635 S.W. Harrison Street, Suite 100

Topeka, Kansas 66603-3726

Voice: 785-273-9661

Toll free Voice: 1-877-776-1541

Toll free TDD: 1-877-335-3725

Fax: 785-273-9414

§ 483.358 Orders for the use of restraint or sagion.

(a) Orders for restraint or seclusion must be pygsician, or other licensed practitioner permitbgdhe
State and the facility to order restraint or sdolusand trained in the use of emergency safety
interventions. Federal regulations at 42 CFR 441.féquire that inpatient psychiatric services for
recipients under age 21 be provided under thetibreof a physician.

(b) If the resident's treatment team physiciarvalable, only he or she can order restraint olusgan.
(c) A physician or other licensed practitioner pitted by the state and the facility to order rastrar

seclusion must order the least restrictive emengsatety intervention that is most likely to beeetive
in resolving the emergency safety situation basedomsultation with staff.
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(d) If the order for restraint or seclusion is \edrtihe verbal order must be received by a regidteurse
or other licensed staff such as a licensed prdctiose, while the emergency safety interventiobgmg
initiated by staff or immediately after the emerggsafety situation ends. The physician or othaarised
practitioner permitted by the state and the factiit order restraint or seclusion must verify thezbal
order in a signed written form in the resident'sord. The physician or other licensed practitioner
permitted by the state and the facility to ordestnant or seclusion must be available to staff for
consultation, at least by telephone, throughoup#réod of the emergency safety intervention.

(e) Each order for restraint or seclusion must:
(1) Be limited to no longer than the duration of #mergency safety situation; and
(2) Under no circumstances exceed 4 hours foreassdages 18 to 21; 2 hours for residents ages
9to 17; or 1 hour for residents under age 9.

(H within 1 hour of the initiation of the emerggnsafety intervention a physician, or other licehse
practitioner trained in the use of emergency safabrventions and permitted by the state and al#itly
to assess the physical and psychological well befrmgsidents, must conduct a face-to-face assegsme
of the physical and psychological well being of thsident, including but not limited to—

(1) The resident's physical and psychological statu

(2) The residents' behavior;

(3) The appropriateness of the intervention measared

(4) Any complications resulting from the intervemti

(g) Each order for restraint or seclusion mustudel—
(1) The name of the ordering physician or othesraed practitioner permitted by the state and
the facility to order restraint or seclusion;
(2) The date and time the order was obtained; and
(3) The emergency safety intervention ordered,uticlg the length of time for which the
physician or other licensed practitioner permitbgcthe state and the facility to order restraint or
seclusion authorized its use.

(h) Staff must document the intervention in thadest's record. That documentation must be conyblete
by the end of the shift in which the interventiarcors. If the intervention does not end duringghiét in
which it began, documentation must be completethduhe shift in which it ends. Documentation must
include all of the following:

(1) Each order for restraint or seclusion as resglin paragraph (g) of this section.

(2) The time the emergency safety interventionalbtiegan and ended.

(3) The time and results of the 1-hour assessneguined in paragraph (f) of this section.

(4) The emergency safety situation that requiredréisident to be restrained or put in seclusion.

(5) The name of staff involved in the emergencetyainhtervention.
() The facility must maintain a record of each egemcy safety situation, the interventions used, an
their outcomes.
() The physician or other licensed practitionenrmigted by the state and the facility to order
restraint or seclusion must sign the restrainectusion order in the resident's record as sogossible.
[66 FR 7161, Jan. 22, 2001, as amended at 66 FR6281ay 22, 2001]

(a) Referenced above: Other than a physician, the licénsed practitioner permitted by the state to
order seclusion or restraint is a physician’s atmit (PA) working under protocol, or an
advanced registered nurse practitioner (ARNP) wugkunder protocol, a PhD psychologist, or
the head of the treatment facility or their designgho must be a physician, PA, ARNP, or a
LMHP as defined in the definitions section of thigument and the state Medicaid Plan.

JJA Provider Handbook (Revised 6/24/2011) 137



Return to
Table of Contents
(c) Referenced above: See the definition of lieeéqsactitioner permitted by the
State in (a) above.

(d) Referenced above: Licensed staff means lidehsalth care professionals who are operating
within the scope of their practice and capable edaiving orders. Trained RNs and LPN's are
appropriate. The physician, ARNP, PA, or LMHP giyvthe order for the restraint or seclusion
must also be available throughout the use of thergamcy safety intervention.

(e)(2) Referenced above: Emergency safety intBorenmay not exceed 4 hours for residents ages
18 to 21; 2 hour for residents ages 9 to 17; oralihfor residents under age 9. Throughout the
use of the emergency safety intervention staffldimiassessing, monitoring, and re-evaluating
the resident so that he or she is released fronréBraint or seclusion at the earliest possible
time.

(f) Referenced above: A licensed practitioneingd in the use of emergency safety interventions
and permitted by the state and the facility to asggsychological and physical well being of
residents within 1 hour of the initiation of the engency safety intervention. A physician, a
physician’s assistant (PA), an advanced registeneidlse practitioner (ARNP) or a trained
registered nurse (RN) are qualified to assess ghaysiellbeing.

(h) (i) Referenced above: The name and credertdfadsaff involved in the restraint.
() Referenced above: Consultatiothwieatment team physician

§ 483.360 Consultation with treatment team physian.

If a physician or other licensed practitioner peted by the state and the facility to order restrair
seclusion orders the use of restraint or seclushat, person must contact the resident's treatmheamnh
physician, unless the ordering physician is in f&et resident's treatment team physician. The perso
ordering the use of restraint or seclusion must—

(a) Consult with the resident's treatment team iglays as soon as possible and inform the team piaysi
of the emergency safety situation that requireddiselent to be restrained or placed in seclusiod;

(b) Document in the resident's record the datetiamelthe team physician was consulted.
[66 FR 7161, Jan. 22, 2001, as amended at 66 FR7281ay 22, 2001]

§ 483.362 Monitoring of the resident in and immeidtely after restraint.

(@) Clinical staff trained in the use of emergersafety interventions must be physically present,
continually assessing and monitoring the physical psychological well-being of the resident and the
safe use of restraint throughout the duration efdimergency safety intervention.

(b) If the emergency safety situation continuesobeythe time limit of the order for the use of rastt, a
registered nurse or other licensed staff, such lazased practical nurse, must immediately contlaet
ordering physician or other licensed practitionempitted by the state and the facility to ordetragat or
seclusion to receive further instructions.

(c) A physician, or other licensed practitioner pigted by the state and the facility to evaluate th
resident's well-being and trained in the use ofrgemcy safety interventions, must evaluate thaelezgis
well-being immediately after the restraint is remdyv

[66 FR 7161, Jan. 22, 2001, as amended at 66 FR728lay 22, 2001]
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(a) Referenced above: All facility direct carefStaust complete an SRS approved training
program on the use of emergency safety intervestion

Clinical staff are defined as direct care staffldiHP’s, who have been appropriately trained as
described in (a) on the use of emergency safetyvamtions, and who have been trained how to
appropriately monitor residents in seclusion andtraint. Facility policies and procedures
should specify who is clinically trained and appriape to monitor residents in emergency
interventions.

(c) Referenced above: Licensed practitioners pgechiby the state and the facility to evaluate
the residents physical and psychological well-bemmediately after a resident is removed from
a restraint are physicians, a physician’'s assistdfA), an advanced registered nurse
practitioner (ARNP),a trained- registered nurse RN

§ 483.364 Monitoring of the resident in and immeidtely after seclusion.

(a) Clinical staff, trained in the use of emergesagjety interventions, must be physically presantr
immediately outside the seclusion room, continuakbgessing, monitoring, and evaluating the physical
and psychological well-being of the resident inlggion. Video monitoring does not meet this
requirement.

(b) A room used for seclusion must—
(1) Allow staff full view of the resident in all eas of the room; and
(2) Be free of potentially hazardous conditionshsas unprotected light fixtures and electrical
outlets.

(c) If the emergency safety situation continuesobpelythe time limit of the order for the use of ssabn,
a registered nurse or other licensed staff, suéhl@ensed practical nurse, must immediately aintee
ordering physician or other licensed practitionempitted by the state and the facility to ordetragat or
seclusion to receive further instructions.

(d) A physician, or other licensed practitioner rptted by the state and the facility to evaluate th
resident's well-being and trained in the use ofrgemcy safety interventions, must evaluate thaelezsis
well-being immediately after the resident is rentb¥®m seclusion.

[66 FR 7161, Jan. 22, 2001, as amended at 66 FR728lay 22, 2001]

(a) Referenced above: All facility direct carefstaust complete an SRS approved training program
on the use of emergency safety interventions.

Clinical staff is defined as direct care staff oMHPs, who have been appropriately trained as
described in (a) on the use of emergency safegyvietions, and who have been trained how to
appropriately monitor residents in seclusion andtraint. Facility policies and procedures should

specify who is clinically trained and appropriaterhonitor residents in emergency interventions.

(d) Referenced above: Licensed practitioners jiegthby the state and the facility to evaluate the
residents well-being immediately after a residentremoved from a restraint are physicians, a
physician’s assistant (PA), an advanced registereatse practitioner (ARNP),and a trained-
registered nurse (RN).

8 483.366 Noatification of parent(s) or legal guaian(s).

If the resident is a minor as defined in this subpa

(a) The facility must notify the parent(s) or legplardian(s) of the resident who has been resttaine
placed in seclusion as soon as possible aftenttiation of each emergency safety intervention.
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(b) The facility must document in the resident'sore that the parent(s) or legal guardian(s) has be
notified of the emergency safety intervention, udthg the date and time of notification and the earh
the staff person providing the notification.

§ 483.368 Application of time out.

(a) A resident in time out must never be physicptgvented from leaving the time out area.

(b) Time out may take place away from the areaativitly or from other residents, such as in the
resident's room (exclusionary), or in the areactivdy or other residents (inclusionary).

(c) Staff must monitor the resident while he or shia time out.

(a) Referenced above: if a resident does notistéiyne out voluntarily, it is considered seclusion

§ 483.370 Post-intervention debriefings.

(&) Within 24 hours after the use of restraint eclgsion, staff involved in an emergency safety
intervention and the resident must have a facade-tliscussion. This discussion must include aff st
involved in the intervention except when the preseof a particular staff person may jeopardizentbh-
being of the resident. Other staff and the resldegydrent(s) or legal guardian(s) may participatéhe
discussion when it is deemed appropriate by thiéitfacThe facility must conduct such discussionan
language that is understood by the resident's t{ajesr legal guardian(s). The discussion must idev
both the resident and staff the opportunity to uscthe circumstances resulting in the use ofaiestor
seclusion and strategies to be used by the dtaffreisident, or others that could prevent the éutise of
restraint or seclusion.

(b) Within 24 hours after the use of restraint eclgsion, all staff involved in the emergency safet
intervention, and appropriate supervisory and adhtmative staff, must conduct a debriefing sesskat
includes, at a minimum, a review and discussion of—
(1) The emergency safety situation that requireditttervention, including a discussion of the
precipitating factors that led up to the interventi
(2) Alternative techniques that might have preveike use of the restraint or seclusion;
(3) The procedures, if any, that staff are to impat to prevent any recurrence of the use of
restraint or seclusion; and
(4) The outcome of the intervention, including @myries that may have resulted from the use of
restraint or seclusion.

(c) Staff must document in the resident's recoad bioth debriefing sessions took place and musidec

in that documentation the names of staff who weesent for the debriefing, names of staff that were
excused from the debriefing, and any changes tordéisédents' plan of care that result from the
debriefings.

§ 483.372 Medical treatment for injuries resultingfrom an emergency safety intervention.
(a) Staff must immediately obtain medical treattmgam qualified medical personnel for a resident
injured as a result of an emergency safety intdimen

(b) The psychiatric residential treatment facilityist have affiliations or written transfer agreetaen
effect with one or more hospitals approved foripgution under the Medicaid program that reasonabl
ensure that—
(1) A resident will be transferred from the fagilto a hospital and admitted in a timely manner
when a transfer is medically necessary for mediagg or acute psychiatric care;
(2) Medical and other information needed for cdr¢he resident in light of such a transfer, will
be exchanged between the institutions in accorduaiite State medical privacy law, including
any information needed to determine whether theramate care can be provided in a less
restrictive setting; and
(3) Services are available to each resident 24shaulay, 7 days a week.
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(c) Staff must document in the resident's recditdnjairies that occur as a result of an emergesefety
intervention, including injuries to staff resultifipm that intervention.

(d) Staff involved in an emergency safety interi@mthat results in an injury to a resident or fstafist
meet with supervisory staff and evaluate the cistamces that caused the injury and develop a plan t
prevent future injuries.

(c) Reference above, The resident’'s family andimtadial case manager shall be notified as soon as
possible adhering to parental preference, no latean 24 hours, of any injuries resulting from an
emergency safety intervention.

8 483.374 Facility reporting.
(a) Attestation of facility compliance. Each pswthic residential treatment facility that provides
inpatient psychiatric services to individuals undge 21 must attest, in writing that the facilisyin
compliance with CMS's standards governing the digegiraint and seclusion. This attestation must be
signed by the facility director.
(1) A facility with a current provider agreementtiwithe Medicaid agency must provide its
attestation to the State Medicaid agency by Ju)\2201.
(2) A facility enrolling as a Medicaid provider museet this requirement at the time it executes
a provider agreement with the Medicaid agency.

(b) Reporting of serious occurrences. The facilityst report each serious occurrence to both the Sta
Medicaid agency and, unless prohibited by State kme State-designated Protection and Advocacy
system. Serious occurrences that must be reporthdie a resident's death, a serious injury tcaeat
as defined in 8483.352 of this part, and a resislsnicide attempt.
(1) Staff must report any serious occurrence inngha resident to the State Medicaid agency,
the State-designated Protection and Advocacy sysiaththe licensing agency. by no later than
close of business the next business day afteriausenccurrence. The report must include the
name of the resident involved in the serious oenwe, a description of the occurrence, and the
name, street address, and telephone number cdi¢Higyt
(2) In the case of a minor, the facility must npftifie resident's parent(s) or legal guardian(s) as
soon as possible, and in no case later than 24 ladi@r the serious occurrence.
(3) Staff must document in the resident's recoed the serious occurrence was reported to the
State Medicaid agency, the State-designated Piateahd Advocacy system, and the licensing
agency. This report should include the name optitson to whom the incident was reported. A
copy of the report must be maintained in the reglgeecord, as well as in the incident and
accident report logs kept by the facility.

(c) Reporting of deaths. In addition to the repmgtrequirements contained in paragraph (b) of this
section, facilities must report the death of argident to the Centers for Medicare & Medicaid Segsi
(CMS) regional office.
(1) Staff must report the death of any residenh&CMS regional office by no later than close of
business the next business day after the residkats.
(2) Staff must document in the resident's recoad the death was reported to the CMS regional
office.
[66 FR 7161, Jan. 22, 2001, as amended at 66 FR7281ay 22, 2001]

Referenced above (b) all serious injuries defineday significant impairment of the physical coiodit
of a resident as determined by qualified medicasqenel.
i. This includes, but is not limited to, burns, let@ns, bone fractures, substantial hematomas,
and injuries to internal organs, whether self-iaftid or inflicted by others.
ii. All injuries that require medical intervention beybfirst aid, including lacerations requiring
stitches, substantial hematomas, as well as althtdaad all suicide attempts are considered
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serious occurrences and must be reported by no faga close of business the next business
day after a serious occurrence to the State Medidsgency (The Kansas Health policy
Authority), Department of Social and Rehabilitati®arvices Mental Health, applicable child
welfare contractor/case manager or JJA case manatier Kansas Protective Advocacy
System/Disability rights center of Kansas and Kandaepartment of Health and
Environment.

iii. Itis the responsibility of the facility to ensuhat it reports serious occurrences appropriately.

iv. The facility must investigate any injuries of unknaorigin to ensure that a resident is not at risk
of additional harm. In addition, if a resident hespeated injuries that are indicative of a
pattern, the facility should investigate to ensthrat the resident is not subjected to hostile
environment also to take steps to minimize theaiskore injuries.

v. In cases of suspected abuse, neglect, or exptmitati a resident, the facility must follow
mandated reporting procedures immediately per K&.A501 through K.S.A. 21-3503 and
amendments thereto.

(b)(2) The resident’s family and agency case mansigall be notified of all reportable incidents
(b)(3) The facility will document all notificatiorend retain a serious occurrence report in the desits
file.

The PRTF shall notify SRS/MH of any natural disagteg. fire, flood, etc.), work stoppage, KDHE
licensing requirements or any significant eveneetihg residents of the facility as soon as possibl

8 483.376 Education and training.

(a) The facility must require staff to have ongo@aducation, training, and demonstrated knowledge of
(1) Techniques to identify staff and resident béfay events, and environmental factors that
may trigger emergency safety situations;

(2) The use of nonphysical intervention skills, lsuas de-escalation, mediation conflict
resolution, active listening, and verbal and obstonal methods, to prevent emergency safety
situations; and

(3) The safe use of restraint and the safe useafision, including the ability to recognize and
respond to signs of physical distress in residehts are restrained or in seclusion.

(b) Certification in the use of cardiopulmonary ussitation, including periodic recertification, is

required.

(c) Individuals who are qualified by educationjrinag, and experience must provide staff training.

(d) Staff training must include training exercigaswhich staff members successfully demonstrate in

practice the techniques they have learned for niagagnergency safety situations.

(e) Staff must be trained and demonstrate compgtbefore participating in an emergency safety

intervention.

(f) Staff must demonstrate their competencies asified in paragraph (a) of this section on a semial

basis and their competencies as specified in paphadib) of this section on an annual basis.

(9) The facility must document in the staff perseinrecords that the training and demonstration of

competency were successfully completed. Documentatiust include the date training was completed

and the name of persons certifying the completfanaining.

(h) All training programs and materials used by theility must be available for review by CMS, the

State Medicaid agency, and the State survey agency.

(1) The PRTF shall provide written training plémat meets SRS approval for all staff having direct
contact with residents. This training shall inclutemporary, part-time staff and volunteers,
which includes specific training for newly hire@fftand for the ongoing competence of all staff,
including staff with whom the facility contracts &ervice. A record of all training must be kept
for each staff and volunteer
(2) Prior to working with residents, all staff dhhave an orientation to the persons’ specificidsit
and responsibilities and the policies and proceducé the facility, including reportable incident
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reporting, discipline, care and management of aieitd medication administration, and use of
restrictive procedures.
a. Prior to working alone with residents, the dit@cand each full-time, part-time, volunteer and
temporary staff person who will have regular angn#ficant direct contact with residents shall
be oriented to the policies and procedures of #udlify, be familiar with the facilities behavior
management system, and have completed a trainingc@um approved by the state which
includes the following areas:
(i) Mandatory reporting requirements for abuse, leegyand exploitation.
(i) First aid, Heimlich techniques, cardiopulmonarresuscitation and universal
precautions.
(iii) Crisis intervention, behavior management, auicide prevention.
(iv) Health and other special issues affegtime population.
(v) Establish a zero-tolerance standard for sexassault and misconduct for all  staff.
(vi) Develop and implement standards fous¢assault detection and prevention

UTILIZATION REVIEW (UR)

In accordance with 42 C.F.R. 456 Subpart D relatmgJtilization Control of Mental Hospitals, all
Medicaid PRTF services shall have procedures thatige for review of each resident's need for the
services. For the Utilization Review (UR), each PRShall perform on-going evaluations of the neggssi
and appropriateness of PRTF services for each emtsidThe UR shall include a review of the
appropriateness of the admission, individual placaoe, length of stay and discharge plan.

Each facility shall have in place continuous penfi@nce improvement processes that focus on outcomes
of care, treatment, and services. These procesisal include those intended to effectively reduce
factors that contribute to unanticipated adversergs and/or outcomes.

One or more employees of the SRS/JJA/KDHE may dignas to provide technical assistance to the
PRTF or to assist the PRTF in developing a perfaroeaimprovement program or other similar
responsibilities. Each PRTF shall cooperate witloshh agencies efforts and with that agencies
monitoring of the PRTF ongoing compliance with tequirements of these standards. This cooperation
shall include providing that agency with reasonabless to all of the facilities and administrative
records of the licensee and to all clinical recoed®l treatment or service activities of the PRTF
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ADDITIONAL STANDARDS

785-1 Documentation/Resident Records:
ALL NOTES MUST BE LEGIBLE AND CORRECTIONS MUST BE MDE SO NOT TO
ALTER CONTENT.
Each resident’s record shall contain the following:

Personal information, including:

1. The name, sex, admission date, birth date anlS®ecurity Number.
2. The race, height, weight, color of hair, colbeges and identifying marks.
3. Language or means of communication spoken ardkratood by the resident and the
primary language used by the resident’s familgtlifer than English.
4. The name, address and telephone number of tiserpéo be contacted in the event of an
emergency.
5. Health records.
6. Dental, vision, and hearing records.
7. Health and safety assessments.
8. Current and Past Individual Plans of Care.
9. Consent to treatment forms.
10. Admission and placement information.
11. Signed notification of rights, grievance pragexs$, including the right to notify SRS and
applicable consent to treatment protections.
12. Education records.
13. Past plan of cares.
14. Current and past PRTF psychiatric evaluations.
15. Special consultations or assessments competedjuested as applicable.
16. Copies of Certification and Re-Certificationnafed.
17. Progress notes that document the residentticipation in individual therapy, group
therapy, family therapy, and other therapeuticrirgetions.
18. Progress notes must include summaries of ihd@ti plan of care reviews and special
consultations regarding all aspects of the resislenimplete daily program.
19. Documentation of the resident’s progress towaedting treatment goals.
20. Documentation of the family’s participationtire treatment and discharge planning including
copies provided to guardians
21. Documentation of community service providemftigipation in the treatment and discharge
planning.
22. All medications and regular medication reviev@inical rationale shall be clearly
documented for each medication. All changes in oadin must be documented in the
medication orders. Records documenting administmatif all medications indicating dosage,
actual administration of the medication, respomsiffaff administering, and signature of the
responsible staff person.
23. Documentation of outcomes and reviews follovilmgrapeutic leave.
24. Relevant records from other agencies and sgstem

785-2 Clinical Documentation:
(a) The following must be included in the residemdinical record:
(1). Extent of the resident history and exam mustdbcumented along with a comprehensive
plan of care and subsequent reviews. Individuahglaf care must follow an SRS approved
format.
(2). Progress note for every goal directed semprogided which shall include:
(i) Date, time, and description of each servicdivdeed and by who (name,
designation of profession or Para profession).
(i) Identification of goals addressed, intervens used and resident’s response to
service.
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(iii) Progress on stated goals

(3). Documentation to support plan of care revieamnd discharge planning.
(4). Documentation supporting “special’ consultatioor clinical supervision, which applies
directly to the identified resident.
(5). Documentation of the family’s / legal guardgparticipation in the planning and treatment.
(6). Documentation indicating regular medicatiorvieas including the current and past
psychotropic medications. Clinical rational fockanedication shall be clearly documented. All
changes in medication must be documented in theicatémh orders. Records documenting
administration of all prescribed medications intlimga dosage, actual administration of
medication, responsible staff administering, agtaiure of responsible staff person.
(7). Documentation of all incidents of seclusiagstraint, or restrictive intervention.
(8). Relevant records from other agencies and systecluding but not limited to:

» Initial Screens for Level of Care and Re-screensémtinued stay

» Local Education Agency — Individual education plans

» Pertinent clinical documentation of services predautside the facility
(9). Pertinent past and present medical historjuding diagnosis and the approximate date of
diagnosis.

(b) The following criteria apply when developingettlinical record:
(). The resident record shall be legible and stanids own.
(2). The date and reason for every service musidheded.
(3). Documentation must support the level of camwided in the PRTF.
(4). Assessments documented merely using a rufdenp are not accepted unless there is
documentation to the side of the stamp, which c&fleesults of the exam for each of the systems
identified on the rubber stamp.
(5). Check marks are not accepted.
(6). Records must be created at the time the seiwiprovided.

(c) The following questions should be asked to emsypropriate documentation exists to suppe@rt th
level of service billed:
(2). Is the reason for the treatment documentékdnesident record?
(2). Are all services that were provided documented
(3). Does the resident record clearly explain whpport services, procedures, supplies and
medications were or were not provided?
(4). Is the assessment of the resident’s condétparent in the record?
(5). Does documentation contain information onrident’s progress and results of treatment?
(6). Does the resident record include a plan feattnent?
(7). Does information in the resident record previdedical rationale for the services?
(8). Does information in the resident record appadely reflect the care provided in the case
where another health care professional must assaneeor perform necessary medical services
on behalf of the facility? Is there documentatidétimely referrals?

(d) Recordkeeping responsibilities rest with thevier.

785-3 Medication Documentation:
(a) All medication, including nonprescription medtion, shall be given only in accordance with label
directions, unless ordered differently by a physicior a physician’s assistant operating undertemwrit
protocol as authorized by a physician, or an adsdrregistered nurse practitioner as authorized by a
responsible physician and operating within theapgcof practice. A record shall be kept in thedest's
record documenting the following:

(1). The name of the person who gave the medigation

(2). The name of the medication;

(3). The dosage;
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(4). The date and time it was given
(5). Any change in the residents' behavior, respooshe medication, or adverse reactions
(6). Any change in the administration of the metiarafrom the instructions on the label for a
notation about each missed dose.

(b) Each record must be signed by the individual whe msponsible for administering the medication.

785-4 Claim/Record Storage Requirements

(a) K.S.A. 21-3849 — Upon submitting a claim forugon receiving payment for goods, services, items,
facilities or accommodations under the Medicaidgpam, a person shall not destroy or conceal any
records for five years after the date on which paryhwas received, if payment was received, orifar f
years after the date on which the claim was subdiif the payment was not received.

(b) Providers who submit claims via computerizestams (i.e., tape) must maintain these records in a
manner which is retrievabldf these storage requirements are in questionsplezview Section 1902 (a)
(27), (A) and (B) of the Federal Social Securityt adich requires providers (a) to keep such recasis
necessary to disclose fully the extent of servieeslered to beneficiaries, and; (b) to furnish upsuest

by the state agency or secretary of Health and HuB®vices information on payment claimed by the
provider.

(c) Providing medical records to the Kansas Medicali#asace Program or its designee is not a billable
charge.

(d) Clinical records must be retained according toHbkalth Insurance Portability and Accountability Act
of 1996 (HIPPA) requirements.

785-5 Responsibilities of the physician and/or #ir designee:

(a). Regular and ongoing contact with all resideartsl more frequent contact for those residents on
medication.

(b). Regular and ongoing contact with treatmerff steformulate and monitor the implementation loét
resident’s individual plan of care.

(c). Face-to-face or phone contact with the rediddamily as needed.

(d). Contact as appropriate with external, comnyuaigencies, and natural supports important to the
resident’s life.

(e). Perform and prepare formal, written psychiatsaluations as needed.

(f). Coordinate and/or advise facility staff on rieadl matters including the prescription and moriitgrof
psychotropic and other medication.

(g). Order the use of seclusion or restraint pdSCGegulations.

(h) Telemedicine is allowed as long as residents aee $&ce-to-face by licensed, board
eligible, or board certified physicians or theirsimees who are operating within
their scope of practice under protocol for theitiah medical evaluation.

785-6 Delegation of Nursing Tasks or Procedures:
Each registered professional nurse who delegatessngutasks or procedures to a designated unlidense
person in the PRTF shall comply with the followirgjuirements:
(a) Each registered professional nurse shall parfoe following:
(1) Assess each resident’s nursing care needs;
(2) Formulate a plan of care before delegatingramging task or procedure to an
unlicensed person; and
(3) Formulate a plan of nursing care for each erttidvho has one or more long-
term or chronic health conditions requiring nursimgrventions.
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(b) The selected nursing task or procedure to begdied shall be one that a reasonable and prudent
nurse would determine to be within the scope ofndonursing judgment and that can be performed
properly and safely by an unlicensed person.

(c) Any designated unlicensed person may perforsiclizaretaking tasks or procedures such as bathing
dressing, grooming, routine dental, hair and skirec preparation of food for oral feeding, exercise
(excluding occupational therapy and physical therpmcedures), toileting (including diapering and
toilet training), and hand washing without delegatiAfter assessment and providing the neededntain
to a designated unlicensed person, a nurse magalelspecialized caretaking tasks such as cattieriza
ostomy care, preparation and administration ofrgagimy tube feedings, care of skin with damaged
integrity or potential for this damage, administratof medications, and performance of other nigrsin
procedures as selected by the registered profedsiarse.

(d) The selected nursing task or procedure shattigethat does not require the designated unlicense
person to exercise nursing judgment or intervention

(e) When an anticipated health crisis that is ifiedtin a nursing care plan occurs, the unlicensecon
may provide immediate care for which instructios baen provided.

() The designated unlicensed person to whom thesimy task or procedure is delegated shall be
adequately identified by name in writing for eaetegjated task or procedure.

(9) The registered professional nurse shall orgt instruct unlicensed persons in the performarfice
the nursing task or procedure. The registered gsidaal nurse shall document in writing the unlgzsh
person’s demonstration of the competency necegsaperform the delegated task or procedure. The
designated unlicensed person shall co-sign thendentation indicating the person’s concurrence with
this competency evaluation.

(h) The registered professional nurse shall mestethequirements:
(1) Be accountable and responsible for the deldgaiesing task or procedure;
(2) participate in joint evaluations of the sergicendered as needed;
(3) Record services performed; and
(4) Adequately supervise the performance of thegtbd nursing task or procedure by
assessing the appropriate factors before decidinglegate which include the following:
The health status and mental and physical staldfitthe resident receiving the nursing
care, the complexity of the task or procedure to dsdegated, the training and
competency of the unlicensed person to whom tHe dagprocedure is to be delegated,
and the proximity and availability of the registnerofessional nurse to the designated
unlicensed person when the selected nursing tagkomedure will be performed. The
supervising registered professional nurse may datégwhether or not the nursing task
or procedure is one that may be delegated or sisgeinby a licensed practical nurse.
Each delegating registered professional nurse slaakk a plan to provide nursing care
when the delegating nurse is absent.

785-7 Supervision of delegated tasks or procedures:
Each registered professional or licensed practicase shall supervise all nursing tasks or proasiur
delegated to a designated unlicensed person irPRIEF setting in accordance with the following
conditions.
(&) The registered professional nurse shall determhe degree of supervision required after an
assessment of appropriate factors, including theviong:
(1) The health status and mental and physical |gtaloif the resident receiving the
nursing care;
(2) The complexity of the task or procedure to bkegated;
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(3) The training and competency of the unlicensed@n to whom the task or procedure
is to be delegated; and
(4) The proximity and availability of the registdrerofessional nurse to the designated
unlicensed person when the selected nursing tagtooedure will be performed.

(b) The supervising registered professional nurss wesignate whether or not the nursing task or
procedure is one that may be delegated or supdrbiga licensed practical nurse.

(c) Each delegating registered professional nunsdl fiave a plan to provide nursing care when the
delegating nurse is absent.

785-8 Medication:

(a) A physician, physician’s assistant, or an adedrregistered nurse practitioner pursuant to #enri
protocol as authorized by a responsible physiciag prescribe medication. Each protocol shall danta
a precise and detailed medical plan of care foh etssification of disease or injury for which hA or
ARNP is authorized to prescribe. The rationaleglach medication and any changes in medication must
be clearly documented in the resident's medicabniic A physician, physician’s assistant (PA), or
advanced registered nurse practitioner (ARNP) pezthiby the state must see each resident on
psychotropic medications at least every thirty daygh progress and clinical status documented in
writing. The clinical rationale for each medicationust be clearly documented on the resident’s
discharge summary or final evaluation. When meitioais deemed necessary, families and custodial
case manger should be informed of the most effedteatment options available as well as possille s
effects and the positive and negative outcome<igsd with each medication

785-9 Medication Storage

(&) The medicine cabinet shall be located in aresgible, supervised area. The cabinet shall be kep
locked. Medication taken internally shall be keygparate from other medications. All unused
medication shall be safely discarded.

785-10 Medication Administration:
(@) All medications shall be administered by a geated staff member qualified to administer
medications. Prescription medication shall be gifesm a pharmacy container labeled with the
following:

(2). The resident's name;

(2). The name of the medication;

(3). The dosage and the dosage intervals;

(4). The name of the prescribing physician; and

(5). The date the prescription was filled.

(b) Any changes of prescription or directions for adstgring a prescription medication shall be
authorized, in writing, by a physician with docurtegion placed in the resident's record.
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(c) Each PRTF shall ensure that all medications argcpteed by one of the following medical practitiosie
(1) A physician;
(2) A physician’s assistant operating under atemiprotocol as authorized by a responsible presici
or
(3) An advanced registered nurse practitioner aipey under a written protocol as authorized by a
responsible physician and operating within thedpscof practice.

(d) Each PRTF shall develop and implement poligigecedures, and clinical protocols for the adntiation
of prescription and nonprescription medication.médication is administered to a resident, each PRTall
designate staff members to administer the meditati®efore administering medication, each desighateff
member must be delegated the authority to do soregistered nurse as allowed under the Nursei@raftt.

785-11 Staffing Requirements:
(@) The PRFT must be staffed appropriately to nieetneeds of all the resident’s in their care.
The facility must also ensure there are an adequateber of multidisciplinary staffs to
carry out the goals and objectives of the facilignd to ensure the delivery of
individualized treatment to each resident as deddit their program description.

(b) Minimum Staffing Level

Each PRTF shall meet the following minimum stafjuirements:

(1) The governing body of each PRTF shall desigrmatead of the facility or administrator who is
responsible for the day-to-day operations of tlodifg.

(2) A written daily staff schedule shall be deymd and followed. The staff schedule shall mietfa
the following requirements:
(i) The schedule shall provide for adequate stafflirectly supervise and interact with the
residents at all times, to implement each residentlividual plan for care, and to provide for
each resident’s physical, social, emotional, anccational needs.
(i) The schedule shall provide for a minimuntioaof one direct care staff member on active
duty to seven residents during waking hours anddireet care staff member on active duty to
ten residents during sleeping hours.
(iii) At least one direct care stafember of the same sex as the resident shall be

present, awake, and aéd to the resident at all times. If both mald famale

residents are present in the PRTF, at least one amal one female direct care staff member
shall be present, awake, and available.

(3) Additional staff shall be available in the ifdg on all shifts to supplement the staff-to-msnt
ratio, to provide immediate assistance in casenoéraergency and to periodically check on the
status of the residents.

(4) Resident’s shall remain in sight or soundepbation range of staff at all times. The minimtatio
of direct care staff shall be immediately availabl@ connecting area to the sleeping rooms.

(5) Alternate qualified direct care staff membshall be provided for the relief of the regulaaft
members on a one-to-one basis and in compliande thi staffing pattern as required in
number 2 above.

(6) Electronic supervision shall not replacedirect care staffing requirements.
(7) Auxiliary staff members shall be available meeded. The auxiliary staff shall include food
service, clerical, and maintenance personnel. lRumyistaff members shall not be included in

meeting the minimum ratio of direct care staff &sident's served unless they have been
properly trained as direct care staff.
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(8) Professional consultant services shall béahla, to the extent necessary, to meet the nettle

resident’s served. Professional consultants shelude physicians, dentists, nurses, clergy,

social workers, psychologists, psychiatrists, teeghand dieticians.

(9) A volunteer shall not be used as a substitute direct care staff member, but shall augntieat
services provided by the staff.

(10) A staff person designated to be in chargh@PRTF shall be on-site at all times

when a resident is in care. Procedures shall lpaite to ensure that all staff members know

who is in charge.

(c) Licensed Mental Health Professionals shall be alsélto ensure that the program can meet the
stated active treatment as described in the PRS&rdce description. At least one licensed
mental health professional must be on-call durihdh@urs the residents are sleeping to
assist in emergencies.

785-12 Education:
(a) PRTF must ensure residents receive a free gmo@ariate education accredited by the Kansas 8tzded of
Education.

785-13 Discipline:

(a) Discipline that is humiliating, frighteningr, physically harmful to the resident shall not lsed at any time.
Each resident shall be protected against all fasfmeeglect, exploitation, or degrading forms ofciliidine. No
resident shall be isolated or confined in any depkce. Electronic monitoring or an audio commuiioa
system shall not replace the required presencelioéet care staff.

(b) Corporal punishment shall not be used.

(c) Under no circumstances shall any youth beideg of meals, clothing, sleep, medical serviee®rcise,
correspondence, parental contact, or legal assistan disciplinary purposes.

(d) Under no circumstance shall any youth benadlbto supervise or to administer discipline toteapyouth.
(e). The use of tazers, pepper spray, OC sprapyppther similar devises used as an interventiogrsiraint is
prohibited.

785-14 Family Participation:
(@) The PRTF shall ensure that the resident’'slfaimigiven the opportunity to participate as full
partners in the planning for delivery of serviceghe resident. Mutual respect between the facility
staff and the family and inclusion of the familyali planning and decision-making are critical to
successful treatment.
(b) The facility shall document all efforts to mive the resident’s family in service planning and
delivery.
(c) The facility shall ensure that the family [k®ed to visit the resident frequently in the fagi
(d) The facility shall also ensure that the restieidentified family is able to communicate withe

resident by telephone. In the rare circumstancas shch communication or visits are not deemed

therapeutic, the facility must document the clihieasons for denying visits or phone calls andl sha

address these clinical issues in treatment planaimdy services. The facility must have at least one

designated area on-campus for family visitation.

785-15 Confidentiality:
(a) Facilities must comply with all applicable staind federal confidentiality laws.

785-16 Absenteeism Policy:

(a) A resident shall be considered present atabiitf for an entire day if the resident is at faeility at 11:59
pm. The facility should take a resident specingus at this time and ensure the facilities bgsimeanager
has a record of which residents are present irfatity on any given day and can accurately trabsentee
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days for each resident. PRTF’s will be reimburgedbsent days as follows:

(b) Visitation Days: When indicated in the child’s plan of care (withire total number of days approved for
the child's stay), a maximum of 7 days per visill Wé paid at the contracted per diem rate. Thqueacy,
duration, and location of the visits must be a pdrthe child's individual case plan developed gy facility
prior to the visitation. An approved visitation planust be documented in the child’'s official recatdthe
facility.

(c) If a resident is absent from the facility foslaort time due to circumstances needing the retstienmediate
attention (deaths, weddings, personal businessjheresident leaves the facility without permissidhe
facility can be reimbursed for up to five days gear at the contracted per diem rate unless thders
placement is terminated sooner by the residengsdjan in conjunction with the PRTF.

Emergency Exception Screen:

A resident can be admitted to a PRTF upon acceptapdhe facility using the Emergency Exceptionesar
The admission screen must be completed by the LMeétkfying need, within 48 hours of admission. The
LMHP will certify that this is an exception screand that the CBST plan has not yet been complefew
CBST will convene within 7 days of admission antkedmine if the resident needs can be met by theFP&RT
should they be diverted to community-based servifdke certification determines that the resideeéds can
best be served in the community, then the resioerst be moved from the PRTF. The placing agendybei
responsible for payment after such determination.

Appeal Procedures:
Certification/Recertification Appeal Procedure:

If the facility physician disagrees with the scriegndetermination and believes the resident nezte tcertified

or recertified to receive PRTF services, the facpihysician may request an appeal review in wgitm Kansas
Health Solutions (KHS) . To request an appealenwgvof an initial certification, contact KHS &t866-547-
0222 within fifteen (15) working days from the date dfetscreening. A psychiatrist will conduct an appeal
review within two working days of the request pewgdreceipt of appropriate documentation. To regaas
appeal review of a recertification, contact KH.£866-547-0222vithin five (5) working days from the date of
rescreening. A psychiatrist will conduct an appeafiew within two working days of the request pieigd
receipt of appropriate documentation.

Screening decisions will be provided to the bereficor legal guardian in writing, and will include notice

concerning the right to a fair hearing. Benefigiar legal guardian has the right to a fair heapngcess, and
must make a written request, received within 30sdaym the date of the notice of action. An aduditil (3)

days shall be allowed if the notice is mailed.

KHS shall assume responsibility for presentingrtie@ise in the fair hearing process and will provioleéhe

beneficiary and the legal guardian copies of tlegumission screening case records to be utilizeéle fair

hearing process. SRS reserves the right to comduatiministrative review of all fair hearings.

Unconditional Release from a Psychiatric Residentid reatment Facility

An individual who is under age 22 and has beenivaxe inpatient psychiatric services in a Psychatr
Residential Treatment Facility (PRTF) is considetedbe a resident in the institution until he/stse i
unconditionally released or, if earlier, the dagéshe reaches age 22.

An unconditional release will only occur under fokbowing conditions:
1. PRTF Goals met/achieved, youth discharged safidéy from PRTF.
2. PRTF Goals not met/achieved, youth transfetoedther IMD (other PRTF or State Psychiatric

Hospital)
3. PRTF Goals not met/achieved, family/youth cargian choice to discontinue services.
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4. Youth placed in a correctional facility or reved from treatment and placed for longer than 72
hours while awaiting a court hearing.
5. Youth runs away from the facility and is gorme ¥ consecutive calendar days with the facility
having no knowledge of when the youth may return.
6. The youth is receiving inpatient medical treatrin a hospital.
7. The youth has died.

Measurable outcomes

All Psychiatric Residential Treatment Facility piders must meet the outcome standards, and be pizoroe
with data collection, and reporting; as stated bgi& and Rehabilitative Services of Kansas, Diggband
Behavioral Health Services, Mental Health.

Changing of Standards

The services described in the manual are fundeféddigral and state dollars. Rules and regulatiaveming
the programs are subject to change. From timente,tit will be necessary for the state to revistes,
regulations, and eligibility requirements in acande with statutory provisions when such changes ar
necessitated by budgetary limitations or otheruritstances. When changing of standards, SRS git el
feedback from identified internal and external stadders.
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ATTACHMENT A
Kansas State Medicaid Plan Definition
Of a Psychiatric Residential Treatment Facility (PR'F)

These programs are intended to provide activenreattin a structured therapeutic environment @artly with
significant functional impairments resulting fronrm adentified mental health diagnosis, substancesabu
diagnosis, and/or a mental health diagnosis with-accurring disorder (i.e. substance related dess; mental
retardation/developmental disabilities, head injusgxual misuse disorders, or other disabilitiesctwhmay
require stabilization of mental health issues). ciSservices are provided in consideration of ad&hil
developmental stage.

Services must be provided in accordance with aiviohghlized plan of care under the direction ofteygician.

The activities included in the service must bendix to achieve identified plan of care goals an@aiives

and be designed to achieve the recipient's diseHaogn inpatient status at the earliest possiloheti Services
to be provided must be in accordance with 42 CFR¥B# - 441.156.

Recipients of these services must be assessed.logmsed Mental Health Practitioner (LMHP) or pltyan
who is independent of the treating facility, uiitig an assessment consistent with state law, réguoland
policy. Utilizing this assessment a Community Rhsgervices Team (CBST) which complies with the
requirement of 42 CFR 441.153 must certify in vadgtihe medical necessity of this level of caredocadance
with the criteria and requirements outlined in 42RC441.152. In addition, the need for this levietare will

be evidenced by:

. a substantial risk of harm to self or others, ohid who is so unable to care for his or her owggical
health and safety as to create a danger to tfesiaind

. the services can reasonably be expected to imptiogerecipient's condition or prevent further
regression so that the services will no longerdeded; and

. all other ambulatory care resources available énctmmunity have been identified and if not acasse

determined to not meet the immediate treatmentsetthe youth.
After admission, a Licensed Mental Health Praatigio(LMHP) or physician who is independent of treating
facility must re-certify in writing the need forighcontinued level of care on a regularly scheddladis as
defined by state law, regulation, and/or policy.

Services furnished in a psychiatric residentistimeent facility must satisfy all requirements ibpart G of 42
CFR 483 governing the use of restraint and sealusio

Provider Qualifications:
Providers of Inpatient Psychiatric Services for iidbals under the age of 21 must meet all general
requirements for participation as specified in £2R2141.151.

Additionally, a psychiatric residential treatmemtcifity must meet the requirements and standardstate
certification and licensure, and national accrdiditeby The Joint Commission, the Council on Acdtagtbn of
Services for Families and Children, the CommissianAccreditation of Rehabilitation Facilities, oy bny
other accrediting organization, with comparabledéads, which is recognized by the State.

Services must be under the direction of a physiarahall staff must meet applicable licensure artifecation
requirements and adhere to scope of practice tefisiof state licensure boards.

Limitations:
An individual under age 22 who has been receivinig $ervice is considered a resident of the PRTH hmis
unconditionally released or, if earlier, the dagerbaches age 22.

Reserve days, for periods of absence from a PRillFheweimbursed to providers with prior approval.
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ATTACHMENT B
Psychiatric Residential Treatment:
Complaint/Concern Process

Whenever a resident/family, legal guardian or otholved party has concerns or disagreements about
psychiatric residential treatment or related isalsw these steps in sequence:
1. Initiate open discussion with the concerned partieslosest to the problem, attempting to find
resolution. This includes taking the concerns to @upervisory level if needed to attempt
resolution.

If the concerns are not resolved satisfactorilyf dt is the resident’s / family’'s preference atygmoint in the
process:
2. Contact the assigned SRS — Mental Health Field Repsentative. A listing of contact
information for the MH Field Staff can be found at:
http://www.srskansas.org/hcp/MHSIP/QE StaffListing.htm

RIGHT TO REQUEST A FAIR HEARING:

You have the right to ask for a fair hearing if yda not agree with the State Department of Sogiadl a
Rehabilitation Services (SRS) or the State DepartraB Administration (KDA) decision made regardipgur
case. At the hearing, you can explain why you dbagree. A household member, lawyer, friend,tireda
advocate, or any other person you want may speajyofoat the hearing. For medical assistance,hgue the
right to a hearing if your request has been reckeivefore the date the decision becomes effectiveur
medical assistance may continue at the current lglide a hearing is being made. Any benefits yeceive
while waiting on the decision may be recoverethé decision is not in your favor. If you are disfeed with a
fair hearing decision, you may request furthereevof the decision.

To request a fair hearing, you must file a writtequest with the Office of Administrative Hearind$20 S.
Kansas Avenue, Topeka, KS 66612 within 30 dayhefuritten notice. If the notice of denial was radiltto
you, K.S.A. 77-531 allows you an additional thregsito file a Fair Hearing request.

CIVIL RIGHTS PROVISION:

No person shall, on basis of age, race, color,sxdicap, religious creed, national origin, oritaz! belief, be
excluded from participation in, be denied the biseff, or be subject to discrimination under amggvam or
activity of the State Department of Social and Rédhation Services or the State Department of
Administration. If you feel that you have beencdisinated against you may file a complaint in imgtto SRS

or KDA, to the State of Kansas Human Right Commisdiandon State Office Bldg., 900 SW Jackson Street
Suite 568 South Topeka, Kansas 66612-1258, ordoUtited States Commission on Civil Rights, Central
Regional Office Suite 908, 400 State Avenue, Kansas City, Kansh8166
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